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Abstract
Hispanic veterans returning from the wars in Iraq and Afghanistan have a higher
prevalence of posttraumatic stress disorder (PTSD) than veterans of other ethnicities, and
yet little research is devoted to examining this discrepancy. The purpose of this
quantitative study, framed by Leininger’s cultural care theory, was to examine selfidentified outcomes of three treatment modes and how they correlate with acculturation
for Hispanic veterans diagnosed with PTSD at outpatient clinics and community outreach
agencies. Independent variables were individual and group behavioral therapy, or a
combination of both. Dependent variables of PTSD and well-being scores and level of
acculturation were examined using data from 77 Hispanic veterans completing the PTSD
Checklist for DSM-5, Bidimensional Acculturation Scale, and General Well-Being Scale.
A mixed model ANOVA, used to examine severity scores on the PTSD Checklist for
DSM-5 and General Well-Being Scale, showed that none of the main effects were
statistically significant. Relationships between level of acculturation and PTSD symptom
severity, and level of acculturation and general well-being were examined using multiple
linear regression. Results suggested a relationship between acculturation and therapy type
on PTSD scores, and on General Well-Being Scale scores. This research can bring
positive social change in its identification of correlations between therapeutic outcomes
and acculturation for Hispanic veterans with PTSD, thus facilitating better assessment
and treatment. The findings can also help practitioners recognize the interrelationship
between mental health and the cultural values, beliefs, and behaviors of ethnic minorities,
as well as help practitioners conceptualize the role that culture plays in mental health.
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Chapter 1: Introduction to the Study
This study examines treatment outcomes and correlates of acculturation for
Hispanic veterans diagnosed with posttraumatic stress disorder (PTSD) at local outpatient
clinics and community outreach agencies serving veterans. The wars in Iraq and
Afghanistan have become significant events in the lives of men and women who serve in
the military. These two wars have demarcated a new era in American history following
the attacks of September 11, 2001. Operation Enduring Freedom (OEF) began in 2001
with the goal of capturing Osama bin Laden, dismantling Al Qaeda, and removing the
Taliban from power. The war turned into a continuous deployment of U.S. ground troops
and forces. Operation Iraqi Freedom (OIF; 2003-2011) embarked with the mission of
finding weapons of mass destruction and deposing Saddam Hussein but evolved into an
extensive nation-building and counterterrorism operation.
The prolonged conflicts in Iraq and Afghanistan led to the deployment of
approximately 2.2 million U.S. military service men and women during OEF and OIF
(Fulton, et al., 2015; Institute of Medicine, 2013). Many of these service men and women
have returned with deployment-related mental health problems. For those who were
exposed to combat in Iraq and Afghanistan, approximately half a million have developed
PTSD (Fulton et al., 2015; National Center for PTSD, 2016; Niles et al., 2012). A third of
veterans who are receiving treatment served in numerous deployments (National Center
for PTSD, 2016) which increases the risk for PTSD (Xue et al., 2015).
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Background of the Problem
According to the U.S. Census (2016), Hispanics are currently the largest minority
group in the United States. They are also reported to attain lower levels of education,
experience higher levels of poverty, have lower socioeconomic status and higher rates of
poverty, and earn lower wages than is average in the United States (American
Psychological Association, 2017). Much like other minority populations, Hispanics have
a history of serving in the military (Pittman, 2014). The literature indicates that Hispanics
have served in the U.S. military since 1812 and continue to actively serve in today’s
military (Parker, 2017).
The Global War on Terrorism is the longest war in the history of the United
States. It involved an exceptional number of National Guard and Reserve service men
and women, with many being deployed multiple times to a unique warfare arena
(Sherman et al., 2015). According to the Department of Defense (2014), over 2.6 million
members of the military were deployed in support of OEF, OIF, and Operation New
Dawn (OND). Service members returned home after deployment with multiple mental
health issues that needed to be addressed. Research conducted on the impact of
postdeployment and combat issues led to the development and implementation of specific
clinical interventions and guidelines to treat soldiers and veterans suffering from PTSD
(Cook & Stirman, 2015). However, there is a lack of research addressing the unique
needs of Hispanic veterans, their therapeutic outcomes, and acculturation.
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Statement of the Problem
The current literature on PTSD highlights numerous issues veterans are faced
with when they return from combat duty (Dursa et al., 2014; U.S. Department of
Veterans Affairs [VA], 2014). An estimated 26% of veterans experience mental illness
within a year of returning from war and require unique treatment and services when
compared to non-military populations (Rozanova et al., 2015). According to research
conducted by Alcantara et al. (2013), Hispanics have a higher prevalence of PTSD than
veterans of other ethnicities. Sanchez (2013) indicated that even though there is a long
history of Hispanics serving in the military, there is a paucity of research addressing the
mental health needs of this population.
Research has indicated that patients benefit from a cultural dimension and an
integrative approach to the delivery of mental health services (Eisenman et al., 2008;
Strom et al., 2012). According to Koo et al. (2015), racial/ethnic minority veterans with
PTSD often struggle to build a positive therapeutic alliance with their therapist, leading to
under-utilization of mental health services. The Veterans Administration (2004) has
disseminated information, practice guidelines, and educational activities on evidencebased treatment for PTSD (Cook et al., 2015). Yet, little is known about the influence of
culture or acculturation on therapeutic outcomes, particularly for Hispanic veterans
diagnosed with PTSD.
According to Steenkamp (2014), it is necessary to address the specific needs of all
veterans as they are presented instead of implementing a one-size-fits-all treatment plan.
Therefore, there is a need to address the shortcomings in the literature and research how
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acculturation may impact treatment outcomes for Hispanic veterans and their mental
health. While the extant literature indicates that acculturation is an important factor in
therapy treatments (Huang & Zane, 2016) and that Hispanic populations are particularly
vulnerable to PSTD (Alcantara et al., 2013), there is a dearth of research assessing
correlations between acculturation and response to treatment for PTSD among Hispanic
veterans (Koo et al., 2015). In this research, I sought to fill this gap identified in the
literature.
Purpose of the Study
The purpose of the study was to explore self-identified outcomes of three
treatment modes and how these modes correlate with acculturation for Hispanic veterans
diagnosed with PTSD at an outpatient clinic and community outreach agencies for
veterans in a large city in the Southwest United States. The study had a quantitative,
quasi-experimental survey design consistent with investigating therapeutic outcomes and
acculturation levels. In a quasi-experimental design, the sample of participants is not
randomly assigned into control and experimental groups (Bordens & Abbott, 2008).
I used three self-report questionnaires for the study. Two of these instruments, the
PTSD Checklist for DSM-5 (PCL-5) and the General Well-Being Schedule (GWB) allow
for consistent measurement of PTSD and psychological symptoms across the three
therapeutic approaches: individual behavioral therapy, group behavioral therapy, or
combination of the two therapies. The third instrument, the Bidimensional Acculturation
Scale for Hispanics (BAS) measures two major cultural dimensions (Hispanic and NonHispanic) to assess levels of acculturation. All three measures were administered at the
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beginning of therapy to collect baseline data. After 8 weeks of therapy, the PCL-5 and
GWB were re-administered. A combination of mixed model ANOVAs and multiple
linear regressions were used to address the research questions.
Research Questions and Hypotheses
The following research questions and hypotheses are derived from the review of
literature regarding PTSD, Hispanic veterans, and acculturation.
Research Question 1: Will there be a significant difference in pre- and post-testing in the
total symptom severity score of the PTSD Checklist for DSM-5 (PCL-5) between
Hispanic veterans receiving 8 weeks of individual behavioral therapy, group behavioral
therapy, or a combination of the two therapies?
H₀1: There will not be a significant difference in pre- and post-testing in the total
symptom severity score of the PCL-5 between Hispanic veterans receiving 8 weeks of
individual behavioral therapy, group behavioral therapy, or a combination of the two
therapies.
H₀1: There will be a significant difference in pre- and post-testing in the total
symptom severity score of the PCL-5 between Hispanic veterans receiving 8 weeks of
individual behavioral therapy, group behavioral therapy, or a combination of the two
therapies.
Research Question 2: Will there be a significant difference in pre- and post-testing in the
total scores of the General Well-Being Schedule (GWB) between Hispanic veterans
receiving 8 weeks of individual behavioral therapy, group behavioral therapy, or a
combination of the two therapies?
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H₀2: There will not be a significant difference in pre- and post-testing in the total
scores of the GWB between Hispanic veterans receiving 8 weeks of individual behavioral
therapy, group behavioral therapy, or a combination of the two therapies.
H₀2: There will be a significant difference in pre- and post-testing in the total
scores of the GWB between Hispanic veterans receiving 8 weeks of individual behavioral
therapy, group behavioral therapy, or a combination of the two therapies.
Research Question 3: Does a significant relationship exist between level of
acculturation as measured by the Bidimensional Acculturation Scale (BAS), and PTSD
symptom severity as measured by the PCL-5 for Hispanic veterans receiving individual
behavioral therapy, group behavioral therapy, or a combination of the two therapies?
H₀3: There will be no significant relationship between level of acculturation as
measured by the BAS and PTSD symptom severity as measured by the PCL-5 for
Hispanic veterans receiving individual behavioral therapy, group behavioral therapy, or a
combination of the two therapies.
H₀3: There will be a significant relationship between level of acculturation as
measured by the BAS and PTSD symptom severity as measured by the PCL-5 for
Hispanic veterans receiving individual behavioral therapy, group behavioral therapy, or a
combination of the two therapies.
Research Question 4: Does a significant relationship exist between level of
acculturation as measured by the BAS, and general well-being as measured by the GWB
scale for Hispanic veterans receiving individual behavioral therapy, group behavioral
therapy, or a combination of the two therapies?
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H₀4: There will be no significant relationship between level of acculturation as
measured by the BAS and general well-being as measured by the GWB scale scores for
Hispanic veterans receiving individual behavioral therapy, group behavioral therapy, or a
combination of the two therapies.
H₀4: There will be a significant relationship between level of acculturation as
measured by the BAS and general well-being as measured by the GWB scale scores for
Hispanic veterans receiving individual behavioral therapy, group behavioral therapy, or a
combination of the two therapies.
Theoretical Constructs
Over the past 30 years, data have been collected to gain a better understanding of
PTSD and how it impacts an individual physically and psychologically. The cultural care
theory (CCT) serves as an important theoretical framework to provide mental health
professionals with an understanding of a culture’s dynamic influence on mental health
(Leininger, 2002). The fundamental principle of CCT (Leininger, 2002) is to establish
and explain the diversity and worldwide culturally based care factors of health and wellbeing, illness, or death. This theory examines research and offers diverse populations
culturally reliable, safe, and purposeful care. The theory embraces three modes of care
choices, and procedures that act as foreseeable guides for health and well-being.
The first mode is cultural care preservation or maintenance. This comprises
measures and choices that support individuals of diverse populations to retain, preserve,
and conserve their positive care beliefs on well-being and values, recover from an illness,
or learn to deal with their illnesses or disabilities (McFarland et al., 2015).
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The second mode involves cultural care accommodations or negotiations. This
embraces any assistive, supportive, facilitative, or enabling creative professional actions
and decisions that help people of a designated culture adapt to or consult with
professional care providers for culturally compatible, safe, and effective care and wellbeing, which will lead to more favorable or satisfying health outcomes (McFarland et al.,
2015).
The last mode is cultural care repatterning or restructuring which encompasses
assistive, supportive, facilitative, or enabling professional actions or decisions that will
support a client to reorganize, change, adapt or restructure their lifestyle for one that will
include different and beneficial health care patterns. At the same time, a client’s cultural
values and beliefs are respected when providing a beneficial and healthier lifeway
(McFarland et al., 2015).
This model helps bridge the gap and increase understanding of the complexities of
the interrelationships of mental health. It also helps create awareness of the cultural
values, beliefs, and behaviors shared by an ethnic minority. CCT allows clinicians to
conceptualize the role that culture plays regarding mental health. In this research, I
assessed the implementation of the CCT framework in the current practices used to treat
Hispanic veterans with PTSD. Thus, the practices employed were compared to those
prescribed by the framework. The framework is used to identify research questions and
associated hypotheses relating to the role of acculturation in PTSD treatment for Hispanic
veterans.
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Definition of Terms
Acculturation is the ongoing process of social and psychological change that
occurs when two or more cultures come into contact (Avila, 2014).
Caballerismo is a dimension of machismo that includes egalitarian beliefs,
affiliation, positive family relations, and empathy (Arciniega et al., 2012; Glass & Owen,
2010; Herrera, Owens, & Mallinckrodt, 2012; Torres et al., 2012).
Collectivistic community describes how the needs of the group take precedence
over the needs of the individual, thus building a sense of commitment among group
members (Ahronson & Cameron, 2009; Greer, 2012; Lesko, 2011; Sue & Sue, 2015).
Cultural care theory (CCT) provides a theoretical framework for understanding
the complexities of how culture influences mental health and the complexities of the
interrelationship (Leininger, 2002).
Culture includes the beliefs and customs that are part of family history, race,
ethnicity, socioeconomic class, values, morals, and language (Lesko, 2011; Sue et al.,
2015; Webster, 2016).
Familismo is a cultural value that is based on a collectivistic view that focuses on
family values and family well-being instead of personal opportunities (Ojeda & PinaWatson, 2013; Smith-Morris et al., 2013).
Group is defined as at least two people who have a connection or link between
them (Lesko, 2011).
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Group conformity is defined as change in an individual’s behavior, opinions, or
belief system that results from pressure from a person or persons in a group (Lesko, 2011;
Toelch & Dolan, 2015).
Hispanic is a term that was officially introduced into the official government
lexicon by the Office of Budget and Management in 1978 (Diffen, 2017), thus creating an
ethnic category that included persons of Mexican, Puerto Rican, Cuban, Central
American, or other Spanish origin.
Individualistic community describes how the needs of the individual take
precedence over the needs of the community (Ahronson et al., 2009; Greer, 2012; Lesko,
2011; Siebold, 2007; Sue et al., 2015).
Informational conformity drives an individual to acquire acceptable responses;
therefore, copying behaviors that are expressed by many group members (Toelch et al.,
2015).
Ingroup bias is the tendency to favor “one’s own group,” or a group that the
individual may associate with at any time (Festinger et al., 1950).
Latino is a term often used synonymously with the term Hispanic and refers to
people with Latin American ancestry (Pittman, 2014).
Machismo is defined as dominance, hostility, and interpersonal dogmatism that
relates to typical Hispanic traditional heads of household (Herrera et al., 2012).
Normative conformity occurs when an individual conforms to group norms by
demonstrating a sense of belonging and acceptance into the community (Lesko, 2011;
Toelch & Dolan, 2015).
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Operation Enduring Freedom (OEF) refers to the war in Afghanistan that focused
on the reduction on counterterrorism activities (Dale, 2008).
Operation Iraqi Freedom (OIF) was coined by the U.S. Department of Defense to
refer to the 2003 military campaign to disarm Iraq of weapons of mass destruction (Dale,
2008).
Operation New Dawn (OND) is an operation of the US Marines in Afghanistan,
with the goal of minimizing insurgency in areas with low population (Fayloga, 2010).
Post-Traumatic Stress Disorder (PTSD) is an anxiety disorder that develops in
relation to an event which creates psychological trauma in response to actual or
threatened death, serious injury, or sexual violation (American Psychiatric Association,
2013).
Respeto is a cultural value that is defined as unconditional respect and deference
to elders and authority figures (Calzada et al., 2010; Calzada et al., 2012; Ojeda et al.,
2011).
Separation is the exclusive rejection of the culture of origin and complete
acceptance of the dominant culture (Sobral et al., 2013).
Social cohesion entails having a positive attitude and feelings toward the ingroup
(Gavin & Furman, 1989; Negy et al., 2003).
Social fitness is an operational concept used to describe social cohesion and
encouragement of members to form a family unit (Coulter et al., 2010; Kelty, 2009).
Social influence is defined as the ability to impact change in others in a social
situation (Germar et al., 2014; Lesko, 2011; Toelch et al., 2015).
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Veterans’ Affairs is a branch of the U.S. government that oversees the operation
of numerous VA outpatient clinics, hospitals, medical centers, and long-term healthcare
facilities (Department of Veterans Affairs, 2015).
Significance
The research can impact positive social change by identifying correlations
between therapeutic outcomes and acculturation for Hispanic Veterans with PTSD. The
results may facilitate improved assessment and treatment, and therapists may better
understand how culture and sociocultural factors impact the diagnosis and treatment of
Hispanic veterans.
Assumptions and Limitations
It was presumed that participants who voluntarily took part in the study would
complete the PCL-5, the GWB, and the BAS. Miles et al. (2008) assessed and found that
the PCL-5 had high consistency and concurrent validity. Longo et al. (2017) found that
there was consistent evidence of dimensionality, measurement invariance, reliability, and
validity for the GWB. Norris et al. (1996) established that the BAS correlated highly with
known factors of acculturation. The working assumption was that participants would
answer questions carefully and genuinely, and that the PCL-5, the GWB, and the BAS
are appropriate measures for this study. Generalization of this study to populations
beyond those comparable to the veterans taking part in this anonymous study is deemed
limited.
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Summary
Many psychological researchers have taken the lead to investigate the impact
wartime combat has on military veterans who have been identified with PTSD (Meyers et
al.; 2013; Seal et al.; 2007; Vasterling et al. 2016; Xue et al. 2015). According to Ray and
Vanstone (2009), there is limited research conducted on the impact of PTSD on Hispanic
veterans. The research that has been conducted on Hispanic veterans indicates they have
a higher probability of more severe symptoms in multiple domains of PTSD (Ortega &
Rosenheck, 2000). Military culture supports collectivism, conformity, and attachment to
units; and for deployed Hispanic service members, equally important relationships with
their supportive families are disrupted (Ahronson et al., 2009). Research indicates that
OEF, OIF, and OND combat veterans have been reported to be at a higher risk for
developing PTSD, but Hispanic veterans in particular are more vulnerable to developing
PSTD (Alcantara et al., 2013; Ahronson et al., 2009; Kracen et al., 2013; Ortega &
Rosenheck, 2000; Pitman, 2014). Therefore, it is vital to conduct research on treatment
outcomes for Hispanic veterans, as research regarding this population is lacking. Input
from this population may provide researchers with different perspectives and insights that
may improve treatment planning for Hispanic veterans.
In Chapter 2, I provide a review of the existing literature and establish the need
for continued research on mental health services and treatment outcomes for Hispanic
veterans and their effectiveness in reducing PTSD symptoms. The chapter will also
review research on the CCT, which provides a theoretical framework for mental health
professionals and how culture can play a powerful role in mental and behavioral health.
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Chapter 2: Literature Review
This literature review establishes the need for continued research on mental health
services and treatment outcomes for Hispanic veterans and their effectiveness in reducing
PTSD symptoms. As military veterans return to their civilian lives, the need for mental
health services increases as they are faced with issues of combat trauma (Cohen et al.,
2015; Hebenstreit et al., 2015). Acculturation research has identified the need for a
cultural dimension and integrative approach to the delivery of mental health services
(DiGangi et al., 2016; Herrera & Owens, 2015). Another concern is whether veterans are
receiving quality treatment and experiencing a reduction of symptoms.
Literature Search Strategy
A search of literature was conducted through electronic databases including
PsycINFO, PsycArticles, Academic Search Premier, MEDLINE, CINAHL, JAMA
Network, Google Scholar, EBSCOhost, Medscape, Psychology and Behavioral Sciences,
Published International Literature on Traumatic Stress, and National Institute of Health. I
also used Psychology and Behavioral Sciences databases search for social and cultural
influences on PTSD. The list of search terms used included post-traumatic stress
disorder, trauma, veterans, military, Hispanics, acculturation, predictors, familismo,
famialism, familism, respeto, and the Cultural Care Theory. Peer-reviewed journals in the
fields of psychology and medicine were obtained through the Walden University library.
Additional military resources and information were obtained from the U.S. Department
of Defense and Veterans Administration.
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Theoretical Foundation
The fundamental principle of Leininger’s CCT (2002) is to ascertain and expound
on diverse and universal culturally based care factors including the health and well-being,
illness, or loss of individuals. This theory uses research findings to provide culturally
consistent safe and meaningful care to clients of diverse or similar cultures. The theory
includes three modes of care decisions, and actions that serve as predictable indicators for
health and well-being (McFarland et al., 2015). The first mode is cultural care
preservation or maintenance, which includes assistive and supportive measures that will
help individuals of diverse or similar cultures to maintain and preserve appropriate care
values and be able to continue in their wellbeing, recover from any illness, or deal with
any type of disabilities (McFarland et al., 2015). The second mode involves cultural care
accommodations. According to McFarland et al. (2015), these accommodations include
compassionate, innovative professionals who help and support clients of diverse or
similar cultures by adapting or by working with other health providers so that their
actions and decisions will help support people of a specific culture to adapt and attain
optimal health outcomes. The last mode is cultural care repatterning or restructuring,
which comprises assistive, compassionate, and/or professional activities or choices
(McFarland et al., 2015). The professionals’ choices and decisions help clients of diverse
or similar cultures regroup, modify, or adapt fine-tune their lifestyle in order to attain the
best and most advantageous health care arrangements and feel that their cultural values
and beliefs are being valued while being provided a valuable and healthy lifeway.
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CCT is an important theoretical framework to provide mental health professionals
with an understanding of a culture’s dynamic influence on mental health (McFarland et
al., 2015). This model helps bridge the gap and recognize the complexities of the
interrelationship between mental health and the cultural values, beliefs, and behaviors
shared by an ethnic minority. CCT helps clinicians to conceptualize the role that culture
plays in mental health. In this research, I assessed the potential benefit of CCT in the
current practices used to treat Hispanic veterans with PTSD. Thus, the practices
employed were compared to those prescribed by the framework. The framework is used
to identify research questions and associated hypotheses relating to the role of
acculturation in PTSD treatment for Hispanic veterans.
To investigate CCT, Russell et al. (2014) conducted a qualitative study of 20
individuals who were diagnosed with mental illness or severe behavioral disturbances.
This study was designed to explore the mental health care of the migrant consumers born
in mainland China who were inpatients in a mental health unit. The results of the study
were limited due to the in-depth investigation of single person care that was delivered at
one hospital site. Russell et al. (2014) recommended that future researchers should
consider transcultural care more widely.
In a study conducted by Mixer et al. (2015), 12 families and 12 health providers
collaborated to identify and analyze the culture care challenges of Hispanic and
underserved Caucasian children and families in the pediatric medical-surgical unit of an
urban regional children’s hospital in the southeastern United States. The goal of the study
was to discover general, traditional, and professional actions that foster the health, well-
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being and culture-congruent care of children and families from various cultural groups.
The results identified family, faith, communication, care integration, and meeting basic
needs as the five most valuable care factors.
The need for further research in implementing a culturally sensitive and caring
framework in the health care field has been examined (Lancelotti, 2008). The lack of
diversity of approaches in mental health has been linked to health disparities. Health care
professionals must deal with ethnic diversity, cultural beliefs, and values that are an
integral part of their clients’ mental health care (Russell et al., 2014).
Literature Review
Overview of PTSD
The American Psychiatric Association added PTSD to their third edition of the
Diagnostic and Statistical Manual of Mental Disorders (DSM-III) classification core in
1980. Although doing so brought much controversy, PTSD was a diagnostic term that the
field of psychiatry and the health profession needed. According to Anders (2012), the
PTSD concept assumed the experience of an original external traumatic event. The
criteria for PTSD were based on research involving Vietnam War veterans, holocaust
survivors, sexual trauma victims, and others (Friedman et al., 2017). This was the
beginning of being able to link a soldier’s trauma at war and postmilitary civilian life
(Friedman et al., 2017).
In 1987, the American Psychiatric Association revised the DSM and produced the
DSM-III-R. The criteria that were established for PTSD included the following: (a) the
stressor criterion, (b) re-experiencing symptoms (at least once), (c) avoidance symptoms
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(at least three), (d) arousal symptoms (at least two), and (e) duration criterion of at least
one month (Blashfield et al., 2014). However, during this revision, the acute designation
was dropped, and the stressor criterion continued to be part of the eligible stressors.
Exposure to traumatic stress is a common psychological result of military
operations and a precondition for PTSD (Xue et al., 2015). According to the DSM-IV
(American Psychiatric Association, 2000), an essential feature of PTSD is the
development of symptoms following the exposure to a traumatic stressor that involves the
direct personal experience of an actual or threatened death or serious injury, or witnessing
an event that involves the threat to one’s physical integrity or that of another person; or
learning about unexpected or violent death, serious harm, or death or injury experienced
by a family member or other close associates.
The person's response to the event must involve intense fear, helplessness, or
horror. The symptoms resulting from exposure to the traumatic event include reexperiencing the traumatic event, persistent avoidance of stimuli associated with the
traumatic event, numbing of general responsiveness and persistent symptoms of
increased arousal. These symptoms must be present for more than a month and cause
clinically significant distress or impairment in social, occupational, or other important
areas of functioning (American Psychiatric Association, 2000).
The fifth edition of the DSM (DSM 5; American Psychiatric Association, 2013)
diagnostic criteria include five main features delineated as A through E, and specifiers of
dissociative symptoms of depersonalization or derealization with delayed expression.
Criterion A includes details of the traumatic experience to which an individual was
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exposed. The individual must have directly experienced, witnessed, or learned that a
close family member/friend has suffered threatened death, serious injury, or sexual
violence. The person’s response must involve fear, helplessness, or horror. Criterion B
deals with the recurrent, intrusive, dissociative symptoms associated with the traumatic
event after the event occurred. The individual must experience intense, prolonged, or
marked psychological distress that symbolizes an aspect of the traumatic event. Criterion
C involves the persistent avoidance of thoughts, feelings, and activities and/or
conversations associated with the trauma. It can also include a lack of ability to recall an
aspect of the traumatic experience. Criterion D encompasses negative alterations in
cognition and mood that include a diminished interest or participation in activities,
emotional numbing, feelings of detachment or estrangement from others, restricted range
of affect, and a sense of a shortened future (American Psychiatric Association, 2013).
Criterion E comprises alterations in arousal and reactivity associated with the traumatic
event. Individuals may experience irritability or outburst of anger, reckless and
destructive behavior, hypervigilance, exaggerated startle response, difficulty
concentrating, and difficulty falling or staying asleep. There is a clinical subtype, “with
dissociative symptoms,” added for individuals experiencing depersonalization and or derealization. Depersonalization encompasses the persistent or continuing experiences of
feeling disconnected from one’s mental processes or body (American Psychiatric
Association, 2013).
PTSD is a prevalent issue in the United States. Current research indicates that
approximately half of adults in the United States have been exposed to some traumatic
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stress in their lifetime (Kilpatrick et al., 2013; VA, 2016). While experiencing some form
of trauma might not be rare, the National Center for PTSD (2016) reported that based on
the U.S. population, 7%-8% of the population will have PTSD in their lives, 8 million
adults have PTSD during a given year, and 10% of women will develop PTSD sometime
in their lives. According Xue et al. (2015), increased combat exposure, discharging a
weapon, witnessing someone being wounded or killed, severe trauma, and deployment
stressors were identified as risk factors for increasing the probability of developing PTSD
post-deployment. Although many service members do not develop PTSD and can
smoothly complete their deployments and reintegrate back to civilian or military life,
there are those who struggle to readjust.
Researchers have reported an elevated prevalence of PTSD among OIF/OEF
veterans and symptom presentation or differences by race/ethnicity and gender
(Hebenstret et al., 2014; Koo et al., 2016; Loo, 2016; Spoont et al., 2014, 2017).
Hispanics are the fastest growing minority population in the United States and the
prevalence of mental health problems among them vary as a reflection of the diversity of
experiences and circumstances. Given the amount of diversity that exists among Hispanic
individuals, it is important to understand the impact this diversity has regarding Hispanics
seeking or needing treatment. Awareness of such differences may aid in providing
adequate care for diverse veterans.
Combat Veterans, Hispanic Combat Veterans, and PTSD
The impact of wartime combat and multiple deployments can lead to unique
challenges related to postdeployment mental health disorders for military veterans.
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Although the psychological injuries suffered by OIF/OEF veterans are not significantly
new or different from previous wars, it is the repeated deployments and high stress
environments of OIF/OEF that have resulted in significant physical and psychological
consequences (Smith &True, 2014; Vasterling et al., 2016). Researchers have examined
PTSD and other psychological issues as mandated by the National Vietnam Veterans
Readjustment Study (NVVRS); however, comparatively less research has been
specifically on the development of PTSD among Hispanic combat veterans.
Approximately 11%-20% of OEF and OIF service members are diagnosed with
PTSD each year (National Center for PTSD, 2017) and need mental health services
(Meyers et al., 2013). Research indicates that approximately half a million veterans who
served in OEF and OIF are estimated to have a diagnosis of PTSD (Dursa et al., 2014;
Vasterling et al., 2016).
In response to a congressional mandate in 1983 to investigate PTSD and other
postwar psychological problems among Vietnam veterans, the NVVRS was conducted
(Marmar et al., 2015; Price, 2016; Schlenger et al., 2015). The purpose of the NVVRS
was to obtain prevalence rates of postwar psychological problems to serve veterans’
needs. The national sample were grouped according to their involvement in their
involvement in the Vietnam War. The NVVRS used a multimethod approach (e.g., selfreport, clinical interview) using the Mississippi Combat-Related PTSD Scale, Minnesota
Multiphasic Personality Inventory PTSD Scale, and the Structured Clinical Interview for
DSM-III-R PTSD module to study the sample (Marmar et al., 2015; Price, 2016;
Schlenger et al., 2015).The major findings of the NVVRS indicated that across the 100
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life-adjustment indices, the majority of Vietnam veterans appeared to have successfully
adjusted to postwar life and were experiencing few psychological disorders (Marmar et
al., 2015; Price, 2016; Schlenger et al., 2015). However, the NVVRS also indicated that
Hispanic and African American Vietnam theater veterans reported more mental health
and life adjustment problems (Marmar et al., 2015; Price, 2016; Schlenger et al., 2015).
Hispanic male veterans were reported to have the highest prevalence of PTSD; and of the
sample experiencing mental health and life adjustment problems, only a small number
sought treatment from health providers (Marmar et al., 2015; Price, 2016; Schlenger et
al., 2015).
PTSD related to military or combat trauma exposure is reportedly an estimated
35.8% for males and 17.5% for female Vietnam theater veterans (Price, 2016). Findings
from the NVVRS indicated that approximately 830,000 Vietnam veterans had current
partial PTSD and the numbers were higher for lifetime partial PTSD (Price, 2016). There
are approximately 20 veterans who die by suicide daily in the United States in response
to their suffering with PTSD (National Center for PTSD, 2017). The impact of
deployment stressors and exposure to military traumatic events and circumstances are
factors for combat veterans to be at an increased risk for mental health problems
including PTSD (Hines et al., 2014). There are also increased rates of PTSD after
deployment, and thus the emergence of delayed-onset PTSD is a health concern as well
(Hines et al., 2014).
A study was conducted to determine the prevalence of PTSD between military
subgroups who were deployed to either Iraq or Afghanistan by reviewing the literature
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using Ovid, MEDLINE, and PubMed databases (Hines et al., 2014). Results indicated
that PTSD rates were higher for Reserve and National Guard personnel compared with
regular active personnel who were deployed to Iraq and Afghanistan (Hines et al., 2014).
Moreover, the rates were also higher among Reserve and National Guard personnel in
comparison to regular active-duty personnel a year after post-deployment (Hines et al.,
2014). The study also found that Army, Marines, and National Guard men and women
had higher levels of combat exposure and trauma history in comparison to men and
women in the Navy. Hines et al. (2014) found that the Army (13%) and Marines (10%)
had the highest PTSD cases, followed by the Navy (7%), and Air Force (3%).
PTSD symptom trajectory among active duty and separated military personnel
were examined by Porter et al. (2017). The sample consisted of 22,080 participants, and
PTSD symptoms were assessed using the PCL-C. Sex, race, age, marital status, service
branch, military occupation, and pay grade data were obtained from databases. The
results of the study indicated that PTSD symptoms among veterans and active-duty
personnel were similar (Porter et al., 2017).
Numerous researchers have confirmed that military veterans have returned from
duty suffering with severe physical and emotional trauma (Adams et al., 2016; Conrad &
Sauis, 2014; Lippa et al., 2015; Worthen et al., 2015). Although researchers have
conducted a significant amount of research on PTSD, comparatively less research has
been conducted on the development of PTSD among Hispanics. It is appropriate to begin
closing this gap, as Hispanic-Americans are now the largest and fastest-growing minority
group in the United States (Pittman, 2014).
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Within the limited data available, Hispanics evidence a higher rate of PTSD
relative to Whites and other minority racial/ethnic groups (Asnaani & Hall-Clark, 2017).
Hispanic and African American service men and women reported more fear, reexperiencing symptoms, guilt, and numbing than White participants (Asnaani & HallClark, 2017). According to Pittman (2014), it is estimated that the Hispanic PTSDprevalence rate was 27.9%, in comparison to the 13.7% PTSD prevalence rate among
non-Hispanic Caucasians. Therefore, the higher prevalence of PTSD among Hispanics
has generated studies to identify the possible factors that place Hispanics at higher risk
for developing PTSD.
To gain a better understanding of the prevalence of PTSD among U.S. veterans,
Fulton et al. (2015) conducted a meta-analysis of 33 studies involving 4,945,897
OEF/OIF veterans. In reviewing the studies, 85.3% of the participants were male, 28
studies reported that 66.7% of the sample were Caucasian, and in nine of the studies, the
average age of the participants was 32.2 years. Twenty-five studies included
documentation of a PTSD diagnosis, two studies used the PTSD Checklist-Civilian and
three studies implemented the Primary Care PTSD Screening (Fulton et al., 2015). The
findings of the meta-analysis indicated that PTSD prevalence in OEF/OIF veterans was
of substantial significance (Fulton et al., 2015).
Research indicates that certain variables can predispose individuals to develop
PTSD and or impact the severity of PTSD symptoms (Hines et al., 2014; Pitman, 2014).
Having a pre-trauma vulnerability through family history of mental health disorders,
personality traits, gender, early traumatization, or negative parenting experiences, were
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linked with PTSD (Xue et al., 2015). Experience with natural disasters, accidents,
assaults, or exposure to violence or crime (American Psychological Association, 2017;
Xue et al., 2015) can also impact PTSD severity. Other variables that may impact PTSD
symptomology include demographic characteristics such as lower educational attainment
and age (Lauth-Lebens & Lauth, 2016) and lower income or socioeconomic status
(American Psychological Association, 2017). Another variable to consider is whether the
individual is an active-duty soldier or National Guard or Reserve soldier as these
reservists are civilians who are more likely to become susceptible to stressors than an
active-duty soldier (Cohen et al., 2015; Hines et al., 2014).
Asnaani and Hall-Clark (2017) examined research conducted on potential
influences of ethnocultural and racial group status on PTSD. The findings indicated that
cultural factors such as stigma, acculturation and ethnic identity, and discrimination
impact racial/ethnic minorities in the endorsement and development of PTSD symptoms.
Their data indicates that in the last 5 years, African Americans, Hispanics, and Native
Americans presented with the highest rates of PTSD and Asian American presented with
the lowest rates in comparison to White veterans. Asnaani and Clark-Hall (2017)
suggested that the cultural factors be considered when interpreting PTSD symptoms
among ethnic minorities.
To gain a better understanding of the relationship between PTSD and the Hispanic
population, Ortega and Rosenheck (2000) reexamined the National Vietnam Veterans
Readjustment Study. The study was conducted on a national sample of veterans who had
served in the U.S. armed forces during the Vietnam War. The sample population included
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561 (47%) non-Hispanic white, 301 (25%) non-Hispanic Black, 61 (5%) Puerto Rican,
176 (15%) Mexican American, 35 (3%) other Hispanic, and 61 (5%) were of another
ethnicity. Ortega and Rosenheck (2000) measured symptoms of PTSD, acculturation,
occupational instability, marital problems, subjective well-being, social isolation, and
hostility. The results indicate that Hispanic Vietnam veterans had a higher probability of
having PTSD than Caucasian and African American veterans. Hispanics also reported
more severe symptoms in multiple domains. The findings indicated that Puerto Ricans
scored significantly higher than Caucasian veterans on hyperarousal and lower on
numbing symptoms. Other Hispanic veterans scored significantly lower than Caucasian
veterans on the numbing and avoidance components (Ortega & Rosenheck, 2000). They
also reported that Puerto Rican veterans had greater probabilities for drug abuse or
dependence and major depressive disorder, and Mexican American veterans had higher
probabilities for alcohol abuse or dependence.
There were several limitations reported by Ortega et al (2000). First, the sample
population were exclusively Vietnam veterans, and their experiences regarding war
trauma may differ from those of other war veterans. Second, ethnic variables did not
address personal identity, cultural background, and generational status. Consequently, the
acculturation level of the participants is undetermined and cannot be generalized.
Therefore, more literature is needed to examine this population as numerous studies are
inconsistent in their findings on acculturation variables and the impact of PTSD (Di
Gangi et al., 2016; Morrison, 2012; Nason et al., 2014).
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Although researchers have conducted research on PTSD, relatively limited
research has been conducted on the development of PTSD among Hispanics. Given that
Hispanic-Americans are the largest and fastest growing minority in the United States, it is
time to start closing the gap on combat veterans.
Military Culture and Structure
There is a unique culture amongst military personnel (Cole, 2014). It is familial in
nature; however, with deployments and frequent moves and separation from family,
military personnel mandate a degree of detachment. The values of honor, duty, and
service to country are well-established in the military. With the creed of self-sacrifice and
commitment to discipline, service men and women are often reluctant to ask for help
when they experience PTSD symptoms. According to Rozanova et al. (2015), many
veterans report that a mental health diagnosis would negatively impact their sense of
being and their career-building goals. While these service men and women are trained to
maintain self-control and remain unemotional when faced with a combative situation,
upon their return from deployment, reintegrating back into civilian life requires that they
process emotions in a more traditional manner.
Many military veterans have returned from OEF, OIF, and OND suffering with
severe physical and emotional trauma (Asnaani et al., 2017; Hines et al., 2014; Hoge et
al., 2004; Institute of Medicine, 2013; Pittman, et al., 2011). This has led many to
investigate the impact that war has on military veterans who have been identified with
PTSD (Hoge et al., 2004; Hosek, 2011; Institute of Medicine, 2013;). The Department of
Veterans Affairs has been providing care to returning soldiers through clinics or
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treatment teams specifically for veterans returning from combat theater. The VA now
requires that veterans seeking treatment for a psychiatric complaint receive a mental
health evaluation and initiation of care within fourteen days (VA, 2015). Furthermore,
performance is being monitored, and numerous VA hospitals have opened or expanded
satellite Community-Based Outpatient Clinics (CBOCs) to provide access to care for
veterans in rural areas (Institute of Medicine, 2008, 2013; VA, 2015).
Military Culture
According to Lesko (2011), culture can be defined as a system of shared
meanings, perceptions, and beliefs that are held by persons that belong to a group. Of
distinct importance is the definition of the word group. A group is defined as at least two
people who have a connection or link between them (Lesko, 2011). Culture is a part of
the beliefs and customs that comprise family history, race, ethnicity, socioeconomic
class, values, morals, and language (Sue et al., 2015; Webster, 2017). These
characteristics help individuals build relationships with each other, cope with, and
understand each other’s pathologies.
There are two very different approaches that an individual can implement to
identify with their community. The members from a collectivist culture underscore
family unity and loyalty to community values (Lesko, 2011; Sue et al., 2015). The
difference between a collectivistic community and an individualistic community is the
significant needs of the group take precedence over the needs of the individual; this
builds a sense of commitment among group members (Greer, 2012; Lesko, 2011; Sue et
al., 2015). This collectivistic structure and behavior are part of the military’s history,
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beliefs, and environment that are well-defined and generate cohesion and behavior that is
expected and respected.
Specific collectivistic norms are established among group members in the military
to attain unity, organization, and structure that are different from civilian culture.
According to Lesko (2011) norms are certain behaviors that are influenced by a group's
beliefs, customs, or values. Loyalty, duty, respect, selflessness, honor, integrity, and
personal courage are seven Army values that are part of the military’s value system
(Kelty, 2009; Spiegel & Schultz, 2009; U.S. Army, 2016). Lesko (2011) noted that these
values are integrated into the military's social norms. When service men and women are
separated from civilian life and are afforded an enclosed environment, they learn specific
social norms and unique values that augment loyalty and commitment to each other
(Spiegel et al., 2009). They also improve and maintain collectivistic principles among
group members. Two of the social norms are respect and duty, and these are integrated
into a ranking system whereby members are part of a hierarchical chain of command.
This ranking system is multi-level and starts at the bottom with a recruit at basic training
to the highest rank in command, the President of the United States. When the values of a
collectivistic culture are implemented, the military has created a sense of unity among its
members (Coulter et al., 2010).
Collectivistic Identity and Group Conformity
An important aspect of collectivism is group conformity. Group conformity is
defined as change in an individual’s behavior, opinions, or belief system that results from
pressure from a person or persons in a group (Toelch & Dolan, 2015). There are two
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distinct influences that drive conformity behavior: informational and normative (Toelch
et al., 2015). Informational conformity drives an individual to acquire acceptable
responses, therefore copying behaviors that are expressed by most group members
(Toelch et al., 2015). For example, when there is discord in a social setting, group
members rely on each other to follow the group's behavior affording them the opportunity
to adhere to group norms that include beliefs, customs, and values (Toelch et al., 2015).
Normative conformity occurs when an individual conforms to group norms by
demonstrating a sense of belonging and acceptance into the community (Toelch et al.,
2015). The desire for social acceptance from the group allows the individual to develop a
social identity which impacts the way people interact with others. Social influence is
defined as the ability to impact change in others in a social situation (Germar et al., 2014;
Toelch et al., 2015). According to Vrij et al. (2005), social change can result from either
obedience to a direct order from authority or willingness to comply and accept change.
Social influences are part of our daily living which helps individuals conform to society’s
rules. The military implements both informational and normative conformity to support
its’ members and help them feel accepted, have them engage in social interactions and
promote a sense of belongingness. The military is comprised of a distinctive collectivistic
culture and environment wherein men and women voluntarily enlist to serve their
country. By doing so, these men and women can experience a sense of belongingness to a
well-known national identity despite their gender, race, ethnicity, religion, or socioeconomic status (Coulter et al., 2010; Kelty, 2009).
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Military culture is conducive to group conformity as it not only segregates its
members from non-military members but builds a strong sense of cohesion (camaraderie)
and alliance amongst its members. The organizational collectivistic ideals stipulate that
the group is of more importance than the individual (Sue et al., 2015; Toelch et al., 2015).
Conformity is a crucial element when trying to achieve unity amongst the group.
According to Greer (2012), cohesion has a positive relationship with group
performance. General well-being, combat effectiveness, job performance, and job
satisfaction, is widely recognized in group levels (Borjesson & Enander, 2011). A group
with high task cohesion is composed of members who are inspired to synchronize their
efforts as a team, physically and psychologically, to accomplish a goal (MacCoun et al.,
2006; Williams et al., 2016). In the military, group cohesion is instilled during basic
training. According to MacCoun and Hix (2010), cohesion exists in a unit when the
individual soldier’s group, unit, and group leader’s daily goals are compatible with each
other. They bestow their primary loyalty to the group so that they train and fight together
as a unit with all the members willing to risk their lives to achieve a common goal.
Soldiers adapt to the group's values, customs, and beliefs that may be different
from their own culture (Goodale et al., 2012). Critical factors that increase group
conformity to military culture are unity, group pressure, sense of belonging, and age of
members. When the group has a strong, unified attitude about their beliefs; the odds
increase that an individual will adhere to the majority’s attitudes and beliefs (Vrij et al.,
2005). The individuals develop a sense of self-worth and social belongingness when they
are accepted members of a group (Tajfel et al., 2004). However, rejection by the group
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may lead to social exclusion. Age is another significant factor in group conformity as
early- to late-adolescents are more likely to conform to group norms and develop a social
identity (Santor et al., 2000; Siebold & Lindsay, 2000; Wood & Hayes, 2012). The
military can implement these factors and recruit individuals ranging in age from 17 years
old to early twenties. These new recruits embrace the military’s strong sense of group
conformity and cohesion that allows the members to develop strong bonds, trust,
discipline, and high morale. Also, by conforming and acquiring collectivistic values,
military members can establish an identity that is founded on an established set of
customs, beliefs, values, and attitudes that are not duplicated in the civilian world. Lastly,
conformity allows group members to develop an identity that is essential and distinct for
military members.
Ingroup and Outgroup Identity
An individual establishes a social identity within a group, creating an ingroup
(Festinger et al., 1950; Gavin & Furman, 1989). An ingroup bias is the tendency or
inclination to favor one’s own group or a group that the individual may associate with at
a certain time (Festinger et al., 1950). Amidst social relationships, individuals who
belong to an ingroup are often favored by their society and develop positive attitudes
towards their group members (Lesko et al., 2011). People frequently derive a sense of
self-worth and a sense of belonging from their association with their group; therefore,
they are motivated to draw favorable appraisals from their group (Tajfel et al., 2004).
When an individual has a positive attitude towards the ingroup, it aids in developing
social cohesion (Gavin & Furman, 1989; Negy et al., 2003). According to Coulter et al.
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(2010), social cohesion entails having a positive attitude and feelings toward the ingroup.
Mottos like the U.S. Army’s Army Strong helps communicate a service member’s
cultural pride to outside members (civilians), which in turn reinforces the strong
difference between the ingroup and the outgroup (Coulter et al., 2010).
Within the military, there are certain norms and values that are established to help
distinguish these men and women from civilians. The social norms and values are
modeled to help establish cultural pride, identity, and conformity, which promote strong
bonds amongst this distinct population (Coulter et al., 2010). According to Zavala (2014),
military service members build such a strong bond with their fellow comrades that they
are willing to give up their lives for their unit, group, and fellow soldiers. Military norms
help increase the attachment between service members and enable them to work together
in a collective manner to master a goal (Coulter et al., 2010).
Language is another cultural tool that differentiates the military from the outside
group members. According to Webster’s dictionary (2016), language is defined as the
system of words or signs used and understood by a group used to express thoughts or
feelings to each other. The language utilized in the military serves many purposes. The
use of vocabulary for communication is a fundamental purpose. It also provides a sense
of social cohesion. Military personnel use unique language for numerous reasons
(MacCoun et al., 2006).
Another military cultural component is the clothing that emboldens unification
and ingroup permanence. A service member’s standard uniform defines their military
branch, rank, level of respect, and occupation (Kelty, 2009; Pappamihiel, 2013). The
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uniforms vary by branches (Army, Navy, Air Force, Marines, National Guard), occasions
(everyday attire, formal, semi-formal), level of education (high school, bachelor’s degree,
graduate degree), and occupation. Furthermore, medals, pins, and patches, are worn on
uniforms for rank, identification, and pride. Service members wear their uniforms on- and
off-base and thus further enable social cohesion and ingroup and outgroup identity
(Coulter et al., 2010; Kelty, 2009; Lutz, 2008; Pappamihiel, 2013).
In 2009, Kelty noted that value systems help to uphold unity and are key features
in fostering solidarity. By possessing the same morals and core values, military service
members become devoted to their troop, build trust, and strengthen the relationships
among the community (Kelty, 2009). Cultural values underscore the collectivistic belief
and social norms expected by the community. Language, clothing, and values provide the
military with an illustrious reputation, dominance, and harmony that is earned by their
devotion to their nation. The military has an unbreakable brotherhood that was created by
cohesion that instills loyalty, trust, and equal opportunities for multicultural service
members (Coulter et al., 2010; Kelty, 2009; Lutz, 2008).
Military Structure
These characteristics help individuals build relationships with each other, cope,
and understand each other. The literature indicates that the concept of social fitness is a
term used in the military. It is an operational concept that is used to describe social
cohesion. As per Coulter et al. (2010), military sociology would define social cohesion as
a strength multiplier, the psychologically protective effect of stable, socially cohesive
units that are not hypothetical, equivocal, or uncertain. When service members are
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deployed to perform duties at a designated theater of operations, they face a stressful time
as they meet the realities of deployment and having to leave their loved ones behind.
Therefore, combat group members get to know each other, build strong bonds, support
each other, and rely on each other for survival (Cacioppo, 2011). The idea of putting the
group first is a principle that is a foundation principle in all branches of the military. The
military's core values of loyalty, duty, respect, selfless-service, honor, integrity, and
personal courage corresponds to strengths that were established to promote the overall
well-being of service members as they perform their military duties (Cacioppo, 2011;
Cornum et al., 2011).
Hispanics have a long history of serving in the military, and culture plays a role in
the lives of this ethnic minority. According to Kelly (2016), Hispanics may be less
interested in attempting to acculturate as they are faced with discrimination, racism, and
prejudice by members of the dominant social group. While acculturation may not
eradicate racism, prejudice and discrimination, many Hispanics continue to report
discrimination despite their language proficiency and minority status (Kelly, 2016).
Hispanics are more likely be the focus of prejudice and discrimination by social groups
with which they do not associate and, as a result, may experience more physical and
psychological adversities (Kelly, 2016). Increased acculturation and engagement in the
process of adapting to the language, knowledge, and values of another cultural group, has
been associated with greater risk for PTSD for Hispanics. According to Ruef and
colleagues (2000), Hispanics report less camaraderie and support from fellow soldiers, in
comparison to Whites and Blacks. As noted by Pole and colleagues (2005), the lack of
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social support experienced by Hispanics outside of the family unit is a key factor for
higher rates of PTSD as well as greater symptom severity. While serving in the military,
soldiers are expected to adapt to another culture where unity, group pressure, a sense of
belonging, and a strong unified attitude about their beliefs help an individual develop a
sense of worth and social belongingness.
Hispanic Culture and Hispanic Veterans with PTSD
Hispanic Culture
The term Hispanic was officially introduced into the official government lexicon
by the Office of Budget and Management in 1978, thus creating an ethnic category that
included persons of Mexican, Puerto Rican, Cuban, Central American, or some other
Spanish origin (Trevino, 1987). The classification of Hispanic as a race has its roots in
political and racist motivations. It was in 1954 that Hispanics were considered Caucasian
or White in America (Falicov, 2014).
The term Latinos was introduced by Hayes-Bautista and Chapa (1987), thus
restricting the name to persons immigrating to the United States from Spanish-speaking
Latin American countries, being that the Spanish language is a unifier among this
population. This definition includes individuals of Spanish speaking regions of Latin
America, including the Caribbean, Mexico, Central America, and South America
(Carteret, 2015).
Hispanic and Latino can be used interchangeably (Pittman, 2014). However,
some groups reject the term Hispanic because it is too broad, and it was given to Latinos
without consent. Many have argued that the term Hispanic does not acknowledge the
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heterogeneity in the Latin group. Schools used this label to circumvent the 1954
desegregation order by arguing that such schools already enrolled people of color:
Hispanics (Falicov, 2014, p. 61). Then again, in certain regions, Latinos prefer the term
Hispanic. A portion of college students prefer the term Latino over Hispanic indicating
that it is more sensitive to people with mestizo background and not Spanish heritage
(Taylor et al., 2012). The term that is used by government agencies and the media is
Hispanic. For this study, the terms Latino and Hispanic will be used interchangeably.
Over the last 50 years, Hispanics have become the largest minority group in the
United States. Hispanics account for 58.6 million of the people living in the United States
(Glass & Owen, 2010; Pew Research Center, 2017). While many recent immigrants are
documented, it is estimated that approximately eight million Hispanics are undocumented
(Pew Research Center, 2017). According to Ayon et al. (2010), approximately ten percent
of all children in the United States live with one parent or household member who is
undocumented. While there might be many different dialects for a country, most
Hispanics’ native language is Spanish. A certain set of core values characterizes this
population. The core values describe the family dynamics (familismo), and the levels of
respect group members have amongst one another (respeto; Calzada, 2010; Glass &
Owen, 2010; Leidy et al., 2010). Other characteristics which are part of this culture are
education (educacion), religion and support (carino; Livas-Dlott et al., 2010).
Comparable to the military, within the collectivistic nature of the Hispanic culture
is a shared common set of values that help define the vital bond between individuals
within the community. There is research to support that Hispanic families value family
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and respect more than is the average in the United States (Ayon et al., 2010; Calzada et
al., 2010; Leidy et al., 2010; Miranda et al., 2006). Calzada et al. (2010) researched the
acculturation level and practices that Hispanic parents (n = 48) use to socialize their
children to be respectful. Of the sample, 31 participants self-identified as Dominican and
the remainder of the participants identified as Mexican. All Mexican participants were
born in Mexico, had resided in the United States for less than 10 years, spoke Spanish in
the home and 82 % were married or living with the child’s biological father. The
Dominican participants included 77% of the mothers who were foreign born, had lived in
the United States for an average of 15 years, 71% of the participants spoke Spanish at
home, 42% were married or living with a partner, and many participants did not work
outside of the home. When comparing the participants’ views on Hispanic values to their
own perception of the U.S. American values, the results indicated that all mothers
incorporated traditional Hispanic values into their daily living. Family, religion, and
respect were the most important cultural values (Calzada et al., 2010). Behavioral
manifestations of respeto included obedience to authoritative figures (i.e., parents,
grandparents, aunts, uncles) as well as abiding by a set of boundaries when in public (i.e.,
being well behaved in front of others). Respeto is also shown to all others regardless of
age or gender. The findings indicate that respeto plays a prevalent role in childrearing in
the Dominican and Mexican community. The participants were mothers of preschoolers
and it is not known if these practices are extended to preadolescent, adolescents, and
adults (Calzada et al., 2010).
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Calzada (2010) conducted two qualitative studies that explored Hispanic core
values and unique aspects of Hispanic parenting in which she noted that cultural values
like familismo and respeto play a central role. She further explored ways in which clinical
guidelines could be enhanced for Hispanic parent training programs through the
utilization of these specific values. In the first study, the sample population consisted of
12 Latina mothers who were Dominican, Mexican, and Puerto Rican. The Mexican and
Dominican women spoke Spanish, and the Puerto Rican women spoke English. Most of
the women were born outside of the United States except for the Puerto Rican women
and one Dominican mother. The children in the families were between 3 months and 3
years old, or between 10 and 12 years old. The average age of the participants was 34
years old.
The findings suggested that familismo is an important value that Hispanic families
utilize daily in their lives. Moreover, these values affect their family functioning.
Likewise, Hispanics frequently have extended family members help in raising their
children. Comparable to military social fitness, members are encouraged to have a
profound connection with one another. The findings suggested that when children
become adults, they keep a strong emotional and physical bond with family within their
collectivistic identity. Therefore, familismo provides a cognitive framework for the
expectations of family throughout adulthood, and the dedication that members have to
one another. This allows members of the Hispanic community to rely on one another and
ask for continuous support throughout a member’s life (Corona et al., 2016; O’Connor et
al., 2014). Hence, Hispanics have the duty to respect, protect, uphold, honor, and defend
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the family name (Corona et al., 2016). This cultural attitude exemplifies the expectations
one has in the Hispanic community, and the loyalty members have between one another.
Research indicates that social norms are reinforced at an early age and children overtly
and covertly learn a collectivistic value system emphasizing that family is prioritized over
the needs of the individual (Calzada, 2010; Coulter et al., 2010; Livas-Dlott et al., 2010).
In a study conducted by Chavez-Corell et al. (2014), the influence of
acculturation, Hispanic cultural values of familismo, and ethnic identity in predicting
depressive symptoms was examined. The sample population consisted of 32 men and 66
women who self-identified as Hispanic. The individuals ranged in age from 65 to 97
years and identified as Mexican (n = 39), Puerto Rican (n = 28), Cuban (n = 4), South
American (n = 10), Hispanic (n = 9), Other (n = 5) and 3 participants did not respond.
The results of the of a multiple regression analysis indicated that the three components of
ethnic identity are not only present among older adults, but ethnic identity affirmation
and ethnic identity resolution were significantly related to lower depressive symptoms.
This study established that ethnic identity is significant in a Hispanic person’s life, and it
plays an essential role in the daily living and the quality of life for older Hispanic adults.
Multiple regression analyses revealed that physical functioning, acculturation, familismo,
and ethnic identity were significantly related to positive depressive symptoms. The
results of the study also indicated that individuals who self-reported a higher score for
familismo also reported positive mental health outcomes (Chavez-Corell et al., 2014).
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Acculturation and Mental Health
Cultural values are an important part of Hispanic families and communities. They
help group members sustain their culture of origin when immigrating to the United
States. Family, respect, education, religion, and support help in transitioning into a new
society. Acculturation is the ongoing process of social and psychological change, that
occurs when two or more cultures come into contact (Castillo et al., 2008; Lopez-Class et
al., 2011; Sue et al., 2015). Acculturation can be defined in different ways depending on
the studies, perspectives, publications, and frameworks (Glass & Owen, 2010), because
acculturation is a continuous process in which the acculturating group entertains unique
cognitions, behaviors, and lifestyles. These approaches create a continuum of potential
acculturation statuses, ranging from separation to assimilation to biculturalism (Castillo
et al., 2008; Lopez-Class et al., 2011; Sue & Sue, 2015).
Separation is the rejection of the culture of origin and acceptance of the dominant
culture (Glass et al., 2010; Leidy et al., 2010; Sue & Sue, 2015). Biculturalism describes
fluency in both cultures with moderate to high level of participation in both cultures
(Glass et al., 2010; Leidy et al., 2010; Sue & Sue, 2015). Bicultural competence has been
suggested to be an important factor affecting mental health. Hence, when an individual
identifies as bicultural, they tend to balance their unique community traditions with those
of the majority culture of the United States (Carrera & Wei, 2014; Glass et al., 2010;
Leidy et al., 2010; Miranda et al., 2006; Smokowski et al., 2008). Bicultural competence
involves being knowledgeable of cultural norms of both cultures and weighing their
importance, not only in how it affects the individual but to their family and friends
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(Gonzalez, 2018). This is significant due to conflicts within the family that contribute to
acculturative stress. Acculturation is believed to be a step towards assimilation, which
involves shaping and adopting critical aspects of psychological functioning such as core
beliefs, language, attitudes, and behaviors (Miville & Constantine, 2006). Therefore, the
higher cultural congruity, lower perceived social support from family and higher
perceived social support from significant others were found to be significant predictors of
positive help-seeking attitudes (Milville et al., 2006). However, Milville et al. (2016)
found that the higher levels of acculturation into the dominant society, and lower
perceived family and social support from friends was an indication of greater helpseeking behavior among Mexican Americans (Milville et al., 2006; Miranda et al., 2006).
Individuals who are acculturated to the United States often report using English as
their dominant language, having food preferences outside their community, prioritizing
their needs over their needs of the family, and feeling a sense of solidarity with the
United States (Schwartz et al., 2010). However, some individuals continue to practice
beliefs from their native culture (Miranda et al., 2006; Smokowski et al., 2008).
Acculturation conflicts are experienced when messages from one culture of origin and
mainstream society become difficult to reconcile and require significant change in
psychological functioning (Capielo et al., 2015; Smokowski et al., 2008). These conflicts
include discrimination, limited access to education, jobs, social support, and language
barriers (Garcia et al., 2010; Sue et al., 2015; Torres, 2010; Torres et al., 2012).
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Familismo
Familismo is a cultural value that is based on a collectivistic view that focuses on
family values and family well-being instead of personal opportunities. Familismo is a
multidimensional construct that can be exhibited attitudinally (belief in
interconnectedness) and carried out behaviorally (e.g., family contact; Lopez-Tamayo et
al., 2016; Ojeda & Pina-Watson, 2013; Smith-Morris et al., 2013). There is a strong
emphasis on family as the primary source of an individual's identity and protection
against life's adversities. The family model includes grandparents, aunts, cousins, and
people who are not biologically related to the immediate family; there is strong
identification and attachment of Hispanics with their nuclear and extended family (Ayon
et al., 2010; Lopez-Tamayo et al., 2016; Smith-Morris et al., 2013). Sabogal et al. (1987)
defined the familismo value system as including (a) familial obligations (e.g., providing
material and emotional support to family members), (b) perceived support from the
family (e.g., family reliably provides help and support to solve problems), and (c) family
as referents (e.g., decisions and behavior are based on conforming and consulting with
family members). Calzada et al. (2014) added shared living, shared daily activities,
shared child rearing and support for immigration as the core tenets to familismo. These
components help strengthen family bonds, and are a means of a social support system,
emotional comfort and support, care of elders, pregnant women, and young children, and
parental involvement in the lives of their children, (Campos et al., 2014; Ojeda et al.,
2013; Smith-Morris et al., 2013). Family-centeredness is a source to overcome stressors
faced by Hispanics in their daily living. The Pew Hispanic Center (2012) reported that
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Hispanics indicate experiencing discrimination. Discrimination-related stressors have
been reported to have a profound impact on mental health (Sue & Sue, 2015; Torres,
2010). The result of discrimination has been indicated to be a risk factor for depression,
isolation, alcohol abuse, substance abuse, and psychological wellbeing (Arellano-Morales
et al., 2016; Nadal et al., 2014; Sue et al., 2015; Torres, 2010).
Research indicates that familial support for material and emotional support
contributes to the psychological well-being of group members, especially for recently
immigrated Hispanic who had family cohesion before immigration. Ojeda and colleagues
(2013) surveyed 143 Hispanic immigrant men who worked as day laborers in central
Texas. The participants reported immigrating from Mexico (66.4%), Honduras (14.7%),
Guatemala (9.8%), El Salvador (7.0%), Uruguay (0.7%), Peru (0.7%), and the Dominican
Republic (0.7%). They ranged from 18 years to 73 years with a self-reported income
range from $0 to $3,000. The participants also reported that their families stayed behind
in their country of origin. Their immigration status was reported by 78% as
undocumented and most of the participants were monolingual Spanish speakers. The
researchers examined how cultural values impacted psychological well-being by
assessing familismo and the adverse effects of discrimination. The results indicated that
perceived discrimination or discrimination was related to lower life satisfaction. The
cultural values of familismo and spirituality were closely tied to life satisfaction which
has been consistently associated with positive mental health of Hispanic (Ayon et al.,
2010; Falicov, 2014; Ojeda et al., 2013).
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To test familismo as a buffer for negative mental health symptoms, Kennedy and
Ceballo (2013) asked ninth grade students living in a high crime neighborhood to
recollect the times in which they were subjected to community violence. They took the
data and measured the student’s depressive and posttraumatic stress symptoms, and their
level of familismo. The results indicated a significant interaction between witnessing
violence, familismo, and depressive symptoms. The adolescents who endorsed low levels
of familismo, also had a stronger relationship between witnessing violence and depression
(Kennedy & Ceballo, 2013). Individuals who endorsed a higher ranking for familismo
reported positive mental health outcomes in comparison to non- Hispanic Whites
(Chavez et al., 2014).
While Hispanic have traditional ties to cultural values, it is likely that they will
experience levels of distress when faced with a traumatic event. Additionally, Hispanic’s
core values shape their general perception of mental health, as well as their help-seeking
attitudes toward psychotherapy. It is very common for Hispanics to seek help and confide
their personal and emotional problems to family members. Hispanics also use
spiritualismo as a coping mechanism by attending religious activities, engaging in prayer,
participating in confession, and trustfully sharing their personal conflicts with God
instead of seeking help from a professional (Welsch, 2013). Therefore, spiritualismo,
potentially places Hispanic s at a higher risk for the development of PTSD (Welsh, 2013).
Respeto
Another core value that is important to the Hispanic community is respeto. This
cultural value is defined as unconditional respect and deference to elders and authority
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figures (Calzada et al., 2010; Calzada et al., 2012; Ojeda et al., 2011). This value is
instilled in a child’s early years and is reinforced throughout the individual’s life
(Calzada et al., 2010; Calzada et al., 2012; Sue et al., 2015). Respeto correlates to
knowing the level of courtesy and appropriateness that is required in each situation as it
relates to an individual’s age, sex, and social status (Calzada et al., 2010). Obedience,
deference, and decorum in public behavior are expected of individuals to show respeto
(Calzada et al., 2012). Hispanic families view respeto as an important aspect of their
culture and an extension of their family values (Calzada et al., 2012; Calzada et al.,
2010). Moreover, this will help to sustain harmony within the family (Calzada et al.,
2012; Calzada et al., 2010). Machismo is a multidimensional component of respeto that
has deep roots in the Hispanic culture (Herrera et al., 2012).
Machismo relates to the typical Hispanic males who are the traditional heads of
household (Glass et al., 2010). The traditional definition of machismo includes
dominance, hostility, and interpersonal dogmatism (Herrera et al., 2012) and can be
linked to the term “breadwinner” (Glass et al, 2010 p. 253). According to Glass and
Owen (2010), machismo is what comprises masculine norms, and includes sexism,
aggressive attitudes, hypermasculinity, and interpersonal dogmatism” (p. 253).
Caballerismo is a dimension of machismo that includes egalitarian beliefs, affiliation,
positive family relations, and empathy (Arciniega et al., 2008; Glass et al., 2010; Torres
et al., 2010).
Calzada et al. (2010) examined the cultural values of Latina mothers of young
children. Since respeto is a primary Hispanic value, the study aimed to examine how
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respeto is manifested in young children. The participants in the survey included 48
female primary caregivers of children ages 3 to 6 who lived in a large Northeastern city
of the United States. Seventeen of the participants were identified as Mexican and thirtyone were Dominican. The Mexican participants were born in Mexico and had been living
in the United States on average fewer than 10 years. The language spoken at home was
identified as Spanish. Eighty-two percent of the women were married or living with the
biological father of their children. The Mexican participants were the biological mothers
of the children and 47% of the women had not completed a high school education, with
the mean age of the women being 31 years. Eighty-eight percent of the women did not
work outside of the home. The average yearly household income was $17,500 (Calzada
et al., 2010).
The other group consisted of twenty-four Dominican-born mothers who had been
living in the United States for an average of 15 years. Within this group, seventy-one
percent of the Dominican-born women preferred to speak Spanish at home, seventeen
percent preferred to speak English, and the rest had equal preference for English and
Spanish. Approximately 42% of the mothers were married or living with their significant
other. Sixty-three percent of the mothers did not work outside of the home, had earned
some college credit hours, and 21% of the women had not completed a high school
education. The annual yearly income was less than $16,000. Twenty of the participants
were biological mothers, and four were grandmothers who were the primary caregivers
for the children. The average age for the women was 35 years (Calzada et al., 2010).
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Seven of the Dominican participants in this study were born in the United States.
Half of the women in this group spoke Spanish and the other half preferred to speak
English at home. Fifty seven percent of the mothers reported being married or living with
a significant other. Forty-three percent of the mothers worked outside of the home. All
the participants completed a high school education, or its equivalent, and 86% had
attended several years of college. The average household income was $33,600. All the
U.S. born Dominican participants were the biological mothers and their average age was
28 years (Calzada et al., 2010).
The results of the study indicated that all participants were highly enculturated,
which is the process by which people learn the requirements of their surrounding culture
and acquire values and behaviors appropriate or necessary in that culture (Webster,
2017). The Mexican mothers were noted to have a higher level of acculturation, which is
the cultural modification of an individual, group, or people by adapting to or borrowing
traits from another culture (Webster, 2017). Respeto was noted to be the most salient
cultural value for the Mexican and Dominican mothers along with familia and religion.
The groups indicated that respeto was the foundation for successful child development.
Respeto was taught to children by their mothers, with behavioral expectations applicable
across all situations with all social contacts regardless of age, gender, or degree of
acquaintance (Calzada et al., 2010).
Researchers have examined the link between acculturation and mental health for
Hispanics. According to Schwartz et al. (2010) Hispanics born in the United States or
who have spent a considerable amount of time in the United States are more likely to be
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diagnosed with a psychiatric disorder than Hispanics who were born abroad or who are
recent immigrants (Schwartz et al., 2010). Lawton and colleagues (2018) indicated that
there is an association between higher levels of acculturation or orientation to U.S.
culture and higher rates of externalizing problems in Hispanic adolescents. Also, higher
rates of substance and alcohol use have been correlated with elevated levels of
acculturation for Hispanic individuals born in the United States. In addition, higher levels
of acculturation or orientation to U.S. culture are linked to internalizing problems for
Hispanic girls, such as higher depressive symptoms, eating disorders, and suicide
attempts (Schwartz et al., 2010).
According to Hirai et al. (2015), the level of acculturation and enculturation plays
a role in treatment-seeking behaviors. Researchers (Lorenzo-Blanco & Delva, 2012;
Rojas-Vilches et al., 2011) have noted that less acculturated Latinos are not as likely to
seek conventional psychological services. Lorenzo-Blanco and colleagues (2012)
indicated that mental health service utilization is influenced by cultural values by
Hispanics, including Mexican-American Hispanics. This suggests that the more
acculturated Latinos prefer conventional psychological treatment, whereas less
acculturated Hispanics are likely to prefer culturally relevant religious treatment
(Lorenzo-Blanco et al, 2012).
Hispanic Veterans With PTSD
Over two million troops have been deployed to the conflicts in Iraq and
Afghanistan since September 2001 (Stecker et al., 2013). This continuous warfare has
negatively impacted military service members from numerous ethnicities and
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socioeconomic backgrounds (Department of Veterans Affairs, 2014). The U.S.
Department of Veterans Affairs (2014) indicated that Hispanics represent 18% of U.S.
troops deployed to OEF, OIF, and OND.
While military personnel have unique principles that they are required to follow,
and research has been conducted and interventions have been in place to treat soldiers
who are identified with PTSD, there is a lack of research that has been conducted to
explore the many challenges that minorities face before, during enlistment, and postcombat (Harris, 2014; Leal, 2008). Whereas Hispanics have equivalent or higher lifetime
prevalence of PTSD when compared to non-Hispanic Whites (Alcantara et al., 2013;
Loo, 2016), they are less likely to access mental health care services in comparison to
non-Hispanic Whites (Harris, 2014; Lopez et al., 2012; Mulvaney-Day et al., 2012;
Valentine et al., 2014).
A systematic review of the literature on Hispanic and non-Hispanic group
differences in conditional risks for PTSD was conducted by Alcántara et al. (2013). The
articles that examined PTSD prevalence differed on the period assessed (i.e., 30-day, 6month, 12 month or lifetime prevalence). Of the 28 articles, 26 examined Hispanic and
non-Hispanic between-group differences in conditional risk for PTSD. Six of the articles
reported statistically significant differences in conditional risk for PTSD which are
defined as prevalence, onset, persistence or severity of sociodemographic factors;
suggesting that once Hispanics are exposed to a traumatic event, they are significantly
more likely to meet criteria for PTSD than non-Hispanic Whites and African Americans.
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Using the data from the NVVRS, three articles reanalyzed data and showed that
Hispanic male Vietnam theater veterans exhibited elevated rates of current PTSD relative
to non- Hispanic White male veterans. In examining differences across Hispanic
subgroups and between these subgroups and non- Hispanic Whites, Alcántara et al.
(2013) found that both Puerto Rican and Mexican American veterans had elevated rates
of PTSD in comparison to non- Hispanic White veterans after adjusting for pre-military
(education, childhood poverty) and military factors (e.g., degree of war zone experience).
They also reported that Hispanics had higher rates of PTSD based on self-reported
symptom checklists, but not on actual diagnosis based on clinician -administered
diagnostic interviews (Alcántara et al., 2013).
Twenty-four of the articles explored whether there were differences between
Hispanics and non- Hispanics by racial/ethnic variation in conditional risk for prevalence,
onset, persistence, or severity between Hispanics and non- Hispanics. Fourteen of the
articles reported information on social disadvantage. However, only 8 of the 14 articles
tested whether education influenced PTSD probability, with three supporting a negative
association between level of education and conditional risk for PTSD and five finding a
null main effect for education (Alcantara et al., 2013).
Four of the articles reviewed included acculturation-related measures (e.g.,
nativity) in the analyses of conditional risk for PTSD, comparing Spanish-speaking or
immigrant Hispanics with their English-speaking or US-born counterparts. Three of the
articles that examined PTSD onset discovered increased odds of PTSD onset among USborn relative to foreign-born participants following musculoskeletal injuries. In cases
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where Spanish-speaking Hispanics were exposed to personal trauma and neighborhood
trauma, PTSD rates were reported to be higher than African Americans and nonHispanic Whites (Alcantara et al., 2013).
The cultural values of familism and fatalism were also examined by Alcantara et
al. (2012) as commonly found among Hispanics, and their function as potential mediators
in the relationship between Hispanic ethnicity and PTSD due to their influence on PTSD
coping strategies. Fatalism was measured as the extent to which respondents positively
endorsed coping strategies based on an external versus an internal locus of control.
Familism was measured as the extent to which respondents positively endorsed the view
that aging parents should live at home and children should live at home until marriage.
Alcantara et al. (2013) reported that fatalism mediated the onset of PTSD by modifying
the relationship between avoidance and language between Spanish -speaking Hispanics
and English-speaking Hispanics. Familism was found not to be a significant mediator due
to the postulated relationship between this cultural value and the use of passive coping
strategies such as wishful thinking and self-blaming (Alcantara et al.,2013).
Fatalism, the belief that outcomes are predetermined, has been associated as a risk
factor for PTSD in Hispanics as reported by Hall-Clark et al. (2017). Hispanics with
PTSD reported higher levels of somatic complaints, such as pain or gastrointestinal
distress (Jankowski, 2016). They reported feelings of being sad, nervous, or angry
(Eisenman et al., 2008; Hall-Clark et al., 2017). Hispanics reported higher levels of
stress, avoidance, and lower levels of numbing than non-Hispanic Whites (Hall-Clark et
al., 2017; Pole et al., 2005).
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In a longitudinal population-based cohort study conducted by Galea et al. (2008),
ongoing stressors and traumatic event experiences were both contributing factors of
PTSD. However, ethnicity and sex were established to be associated with PTSD
independent of the variables. While women were at a greater risk of PTSD than men, in
general, Hispanics were at a greater risk of PTSD than other racial or ethnic groups.
Hispanic cultural values and the function they play in the relationship between
ethnicity and PTSD have been shown to be a contributing factor for developing PTSD
(Alcantara et al, 2013; Duke et al., 2011; Ortega & Rosenheck, 2000). While the studies
were limited, more research needs to be conducted to broaden the scope of this area of
research.
Treatment of PTSD for Hispanic Veterans
Extensive research has been conducted to determine the efficacy of psychological
interventions for PTSD. According to the National Center for PTSD (2017), effective
treatments for PTSD are psychotherapy or medication. The recommended treatments
with the most research support are trauma-focused psychotherapies. These treatment
modalities use different types of techniques to help the individual process the traumatic
experience. Some therapies involve visualizing, talking, or thinking, about the traumatic
memory. The trauma-focused psychotherapies with the strongest evidence are prolonged
exposure therapy (PE), cognitive processing therapy (CPT), eye movement
desensitization and reprocessing (EMDR), and antidepressants (e.g., Sertraline-Zoloft,
Paroxetine-Paxil, Fluoxetine-Prozac, and Venlafaxine-Effexor). Mental health providers
working with clients with PTSD implement psychological interventions (e.g., PE, CPT,
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and EMDR, etc.) in their treatment planning (National Center for PTSD, 2017; Sharpless
& Barber, 2011). While there are many veterans in the VA system with a diagnosis of
PTSD, there is a lack of literature that focuses specifically on treatment outcomes for
Hispanic veterans with PTSD (Asnaani et al., 2013).
To determine whether there are racial or ethnic disparities in treatment provision
at the Veteran Administration, Spoont et al. (2017) surveyed the receipt of group and
individual psychotherapy services among racial and ethnic groups for six months after
being diagnosed with PTSD. The data was collected from a cohort of 6,884 veterans
diagnosed with PTSD. PTSD symptom severity was assessed using the PTSD Checklist.
Mental health quality of life and physical health quality of life was evaluated with the
Veterans 12 Item Short-Form Health Survey. (Spoont et al., 2017). The results of the
study found that Native American, African American, Asian/Pacific Islander, and White
veterans had similar probabilities of receiving psychotherapy six months after being
diagnosed with PTSD (Spoont et al., 2017). However, Hispanic veterans had a lower
probability than White veterans of receiving individual and/or group psychotherapy in a
mental health setting (Spoont et al., 2017). The lower odds could not be attributed to
differences in the need for treatment, belief about psychotherapy, or access barriers, but
they do indicate treatment disparity for Hispanic veterans (Spoont et al., 2017). This
treatment disparity could be attributed to the VA clinics that that are not providing the
psychotherapy services for their Hispanic patients who have been diagnosed with PTSD
(Spoont et al., 2017).
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When comparing individual therapy and group therapy for veterans with PTSD,
Sripada and colleagues (2016) examined a sample of 35,144 VA patients who had been
diagnosed with PTSD during a subspecialty clinic visit in 2010. Treatment modality
sessions were identified using CPT codes for individual and group therapy. Only one visit
per day was counted within 14 weeks of the initial psychotherapy session. A minimal of
eight sessions of psychotherapy is defined as beneficial by the VA for the purpose of a
performance measurement (Sripada et al., 2016). The results of the study found that the
veterans who received group therapy received more sessions within the 14-week period
(Sripada et al., 2016). This is consistent with research conducted in other VA specialty
mental health clinics (Burnett-Ziegler et al, 2012; Mott, Hundt, et al., 2014). However,
the study also found that Hispanics were less likely than non-Hispanics to receive
adequate psychotherapy, equitable access to psychotherapy (Sripada et al., 2016).
While exposure therapy has proven to be an effective treatment for PTSD for a
variety of populations, including veterans (National Center for PTSD, 2017), Yoder et al.
(2011) conducted a study to examine the effects of therapy and determine its outcome
among veterans of different eras. The sample consisted of 61 veterans of Operation Iraqi
Freedom, 34 from the Vietnam War and 17 from the Persian Gulf War who had received
outpatient services at a Veterans Affairs Medical Center between September 2008 and
August 2010. The sample was comprised of 58% Caucasian, 38% African American and
4% Hispanic participants. All the veterans had been diagnosed with PTSD and had
completed a pre- and post-treatment survey. All the participants had responded to the
PCL-M and the BDI-II. The participants attended 90-minute weekly sessions of PE. The
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results of the study indicated that there was improvement over the course of treatment
even though there was a difference in the number of sessions attended by OEF/OIF/OND
(M = 8.20) and Vietnam (M = 10.2) veterans Yoder et al. (2011).
Another study was conducted to review outcome data on 65 OEF/OIF veterans
treated with Prolonged Exposure (PE), which is a manualized 90- minute weekly
treatment session at an urban VA medical facility (Tuerk et al.,2011). Patients were all
diagnosed with combat-related PTSD and treated with individual psychotherapy sessions
as part of their clinical care. PE is a treatment protocol that consists of psychoeducation,
self-assessment of anxiety, repeated in vivo exposure to situations avoided because of
distress, and repeated prolonged exposure to traumatic memories (Tuerk et al., 2011).
The PCL-M and the BDI-II were administered to measure the intervention
outcome (Tuerk et al., 2011). Veterans were administered pre- and post-treatment
measures, as well as measures every two weeks during their treatment. The sample size
was comprised of 65 OEF/OIF Veterans: with Female (11%), African American (39%),
White (57%), and Hispanic (5%), with a mean age of 31.7 years. Veterans who had a
service-connected disability or were in the process of applying for a disability rating for
PTSD comprised 67% of the sample. Tuerk et al. (2011) reported that 43 (66%) of the
veterans met criteria as completing the treatment plan. The average number of sessions
for treatment completers was 10, with the mean number of sessions for the sample being
7, with 52 veterans (80%) participating in 10 or fewer sessions, 61 patients (94%)
attending 15 or fewer sessions, and four veterans (6%) attending between 16 and 25
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sessions. Twenty-two veterans (34%) did not complete at least six sessions and were
classified as non-completers (Tuerk et al., 2011).
The results of the study indicated that mean pre- and post-treatment PCL-M
scores for the forty-three treatment completers were 61.80 % and 36.66% indicating
symptom amelioration (Tuerk et al., 2011). Fifty percent of the treatment completers
sample scored 30 or below on the PCL-M post-treatment, which is well below the clinical
range (Tuerk et al., 2011). BDI-II pre- and post-treatment mean scores for the treatment
completer sample were 28.08% and 15.38% indicating a reduction in symptoms (Tuerk et
al., 2011).
When looking at patient characteristics, age, gender, and service-connected
disability rating were not statistically significant predictors of treatment response (Tuerk
et al., 2011). However, race had an impact on PCL-M scores, as treatment-seeking Black
and Hispanic OEF/OIF veterans scored higher than treatment-seeking White OEF/OIF
Veterans on pre and post assessment measures (Tuerk et al., 2011).
The outcome of the study provided initial support for modification and the
preference of OEF/OIF veterans for shorter treatment frames (Tuerk et al., 2011). It was
reported that veterans continued to improve at a slower rate after the fifth session, even
though a longer treatment plan was noted to be appropriate to completely ameliorate the
PTSD symptoms (Tuerk et al., 2011).
Group therapy treatment barriers and preferences were examined by Kracen and
colleagues (2013) among 110 OEF/OIF veterans diagnosed with PTSD at a Veterans
Health Administration facility in the Midwest. The sample was comprised of Hispanic
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and Non-Hispanic males under the age of 40 who had been deployed more than one time
in the Army. The majority (75%) of the veterans reported having a service-connected
disability. The OEF/OIF veterans in the study reported a preference for individual
therapy over participation in group therapy which suggests that the veterans were
apprehensive about expressing their emotions, being misunderstood, and not liking the
composition of group therapy. Seventy-nine percent of veterans who participated in
individual therapy reported a favorable experience (Kracen et al., 2013). Thirty-two
percent of veterans in group therapy endorsed their experience as favorable (Kracen et
al., 2013). When looking at the barriers to treatment, surprisingly, only organizational
barriers were endorsed by the veterans. These barriers dealt with concerns about group
therapy, expressing their emotions, being misunderstood, and not liking the group
composition (Kracen et al., 2013).
In a systematic review of peer-reviewed research of Hispanic veterans diagnosed
with PTSD, Pittman (2014) analyzed and evaluated cultural issues. Initially, a total of 290
potential sources were screened for inclusion. Of those, 143 articles did not relate
exclusively to Hispanic, 45 did not include results for veterans, 42 concentrated on
mental health problems, but not PTSD, 22 were theoretical articles that lacked research
results and nine were not peer reviewed. The final sample consisted of 29 articles. All of
the articles were quantitative, and 24 were correlational. Four of the studies used a causal
comparative design and one was a case study. The total sample size range ranged from 18
to 732,085 veterans (4.2-100% Hispanic) as reported by Pittman (2014). Twenty of the
articles were assessment-related, nine were treatment-related, and three focused on

59
treatment results for one Hispanic veteran each. Sixteen articles were obtained from the
Department of Veterans Affairs (VA) inpatient or outpatient clinics or clinic data, and
thirteen studies were analyzed data from the National Veterans Readjustment Study
(NVVRS). The assessment tools that were used to measure PTSD were the Structured
Clinical Interview for DSM (SCID), the PTSD Checklist (PCL), diagnosis from clinician
or chart, or the Mississippi Scale for Combat Related PTSD. Four articles used the
Clinician Administered PTSD Scale (Pittman, 2014).
The articles that provided the rates and severity of PTSD in Hispanic veteran
samples, factors that related to PTSD co-morbidity, and symptom presentation or PTSD
correlates, were categorized as assessment-related. Twelve studies found that Hispanic
veterans have significantly higher levels of PTSD than non- Hispanic White veterans
(Duke et al., 2011; Pittman, 2014). The prevalence rates for Hispanics in the studies
ranged from 27% to 33% for Hispanic veterans in comparison to 9% to 15% for nonHispanic White veterans. The treatment-related category consisted of articles dealing
with treatment outcomes in Hispanic veteran samples. All of the articles were reviewed
for Hispanic cultural factors such as attitudes, values, beliefs, and behaviors (Pittman,
2014).
Two studies did not report significant differences between Hispanic and nonHispanic White veterans (Pittman, 2014). Three studies found non-significant differences
between Hispanics and other groups when administered clinician -administered PTSD
measures compared to and compared to checklists or self-report tools (Pittman, 2014).
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Six of the studies indicated specific symptom differences for Hispanic veterans
with PTSD (Pittman, 2014). The researcher found that Hispanic veterans had higher
intrusive symptoms, hyperarousal, guilt, avoidance, and psychotic symptoms associated
with trauma in comparison to non- Hispanic White veterans (Pittman, 2014).
The study investigated cultural factors (e.g., acculturation level, bilingual
interviewers, expressive style or Hispanic -specific gender role concepts). Family
relationships, difference in language fluency, feelings of being misunderstood and
respected, racism, trauma exposure were found to impact the higher prevalence in
Hispanics (Duke et al., 2011; Pittman, 2014). The difference in PTSD prevalence rate
between Hispanics and non- Hispanic Whites was accounted for by lower AFQT scores,
lower education level, and by younger age entering the military (Duke et al.,2011;
Pittman, 2014). A second study explored machismo views, restricted affect, chauvinism,
and aggression, which correlated with higher PTSD symptoms (Pittman, 2014).
Traditional machismo was compared to caballerismo, which is characterized by
emotional connectedness, family nurturing, ethnic heritage pride, and respectful conduct
(Pittman, 2014). The results of this study found that caballerismo was not associated with
PTSD (Pittman, 2014).
The treatment-related studies explored access and utilization of services.
According to the literature review by Pittman (2014), Hispanic veterans with PTSD are
more likely than non- Hispanic White veterans to receive second-generation
antipsychotics and other psychotropic medication. Hispanic veterans were found to
receive treatment in traditional long-term inpatient programs, be in treatment groups
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longer, spend more time in abreaction treatment, which focuses on reliving a traumatic
event and going through the emotions associated with the trauma in order to heal
(Barabasz & Barabasz, 2013). Hispanic veterans report being more satisfied with their
treatment when compared to non-Hispanic White veterans (Pittman, 2014).
Three studies reported treatment results for Hispanic veterans with PTSD. In one
of the case studies, Exposure, Relaxation and Rescripting Therapy (ERRT) was described
as the treatment modality being implemented with Hispanic veterans to reduce PTSD
symptoms (Pittman, 2014). The study found that moderate reductions over the course of
treatment (Pittman, 2014). The second study included eighteen Hispanic veterans who
had received cognitive processing therapy (CPT) in a residential setting, and results
indicated a clinically significant decrease in symptoms. When reviewing VA treatment
data, prolonged exposure (PE) therapy, and not cognitive processing therapy (CPT) was
reported to have decreased PTSD symptoms to below clinically significant levels for
Hispanic veterans (Pittman, 2014).
While studies have examined the effectiveness of PE therapy as a single therapy
and in combination with other treatments, Nacasch et al. (2011), researched the efficacy
of Prolonged Exposure (PE) therapy in combat and terror related PTSD. After meeting
eligibility criteria, 30 patients from the VA who were under outpatient psychiatric care
qualified to participate in the study. The Mini-International Neuropsychiatric Interview,
PTSD Symptom Scale-Interview, Beck Depression Inventory, State-Trait Anxiety
Inventory and Posttraumatic Cognition Inventory were administered before and after a
12-month follow-up. PE individual sessions were scheduled on a weekly basis lasting 90

62
to 120 minutes. The results of the study indicated that the short-term and the long-term
benefits of PE on PTSD symptomology were consistent across a variety of populations
with different characteristics, sex, and cultures (Nacasch et al., 2011).
While there is research supporting the efficacy of psychotherapy treatment
modalities for PTSD, there is a lack of research specifically examining Hispanic veterans.
Research indicates that Hispanic veterans are less likely that White veterans to receive
psychotherapy services (Duke et al., 2011; Nacasch et al., 2011). The Hispanic veterans
who did receive psychotherapy services, were more likely to receive group therapy than
individual therapy in comparison to White veterans (Pitman, 2014).
Summary
This literature review indicates that combat veterans may experience mental
illness within a year of returning from the warzone and require unique treatment and
services when compared to non-military populations (Tuerk et al., 2011; Alcantara et al.,
2013; Asnani et al., 2017). Veterans diagnosed with PTSD report higher levels of distress
in comparison to veterans without PTSD. There is a lack of longitudinal studies
examining the relationship between ethnicity, acculturation, and the development of
PTSD among combat veterans. The studies that were located and reviewed in this chapter
used cross-sectional designs. This study aimed to fill the gap in existing research
regarding Hispanic veterans in the United States who suffer from PTSD, and the
treatment options available to them.
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Chapter 3: Research Method
Chapter 3 contains four sections. The study’s independent and dependent
variables, research design and research questions are identified and discussed in the first
section. The second section contains explanations of the study’s population, sample size
and method, procedures for participant recruitment, instruments used to collect data, and
data analysis plan. In the third section, ethical procedures, including, but not limited to,
those related to the collection of data and confidentiality are explained. The final section
provides a chapter summary and an introduction to Chapter 4.
Purpose of the Study
The purpose of the study was to explore self-identified outcomes of three
treatment modes and how these correlates with acculturation for Hispanic veterans
diagnosed with PTSD at an outpatient clinic and community outreach agencies for
veterans in a large southwest city in the United States. Examining the treatment
modalities in relation to acculturation levels may provide information and an increased
awareness and understanding of how Hispanic culture and values play a role in
therapeutic outcomes (Leininger, 2002). Despite a long history of Hispanics serving in
the military, there is a paucity of research addressing the mental health needs of this
population.
This study utilized the PCL-5, the GWB and the BAS for Hispanics to assess post
trauma symptomology, mental health and well-being, and the level of bidimensional
acculturation. At the beginning of the project, participants were asked to complete the
demographic survey, PCL-5, BAS, and GWB. I reviewed the information and determined
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which participants are at the beginning of their therapy sessions to collect baseline data.
After 8 weeks of therapy, the participants were contacted via email or by phone to
complete the PCL-5 and GWB survey instruments online. To address the research
questions, I conducted a mixed model ANOVA and regression analysis.
Research Design and Rationale
This study had a quantitative, quasi-experimental survey design. Quantitative
research is consistent with investigating therapeutic outcomes and acculturation levels
(Ehlers et al., 2013; Weathers et al., 2013). In a quasi-experimental design, the sample of
participants are not randomly assigned into control and experimental groups (Bordens &
Abbott, 2008). The assignment of the participants is typically made without control of the
researcher.
Methodology
Population
According to the U.S. Census Bureau (2012), the city along the Texas-Mexico
border where the proposed study took place has a population of approximately 237,256,
with 95.6% of Hispanic ethnicity. The Webb County Veterans Service Office (2017)
reports over 5,508 veterans with 18.4% (1,013) serving during the second Gulf War
(9/2001 or later), which includes OEF (2001-2011), OIF (2003-2011), and OND (20102011). Many of these veterans were deployed numerous times during OIF, OEF, and
OND.
The participants in this study consisted of Hispanic veterans who served during
OEF, OIF and OND who voluntarily completed anonymous surveys. These Hispanic
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veterans have been diagnosed with PTSD and are utilizing area outpatient clinics and
community outreach agencies for mental health services. There were no other selection
criteria of the participants other than that they are Hispanic veterans who have been
diagnosed with PTSD after serving in OIF/OEF/OND.
Sampling and Sampling Procedures
The participants in this study were Hispanic military service veterans who
voluntarily completed an anonymous survey. Letters of support from the outpatient
clinics and community outreach agencies for veterans have been obtained. The inclusion
criteria for the participants were that they are veterans of OEF/OIF/OND military service
who have been diagnosed with PTSD and are receiving individual behavioral therapy,
group behavioral therapy or a combination of the two behavioral therapies.
Applying the inferential analyses to the study, it was necessary to include an
adequate sample. G*Power 3.1.7 was applied to determine the minimum sample size
requirement (Faul et al., 2014). I used mixed model ANOVAs and multiple linear
regressions for this research. The multiple linear regression has the larger sample size
requirement. For the regression, three predictor variables were examined. A medium
effect size (f = .15) and a generally accepted power (.80) were incorporated. It was
determined that a minimum sample size of 77 participants would be sufficient for the data
collection.
Procedures for Recruitment, Participation, and Data Collection
Flyers were disseminated at the outpatient clinics and community outreach
agencies for veterans. The flyers provided information about the study, instructions for
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accessing the study survey online and resources if a participant needed additional support
after completing the survey (see Appendix F). Veterans completed the PCL-5, GWB, and
BAS via Survey Monkey (see Appendices B-D).
Data Collection Procedures
The first step in the data collection process was to obtain permission from the
outpatient clinic and local psychological community agencies. I sought approval for the
study from the Walden University Institutional Review Board (IRB). Following IRB
approval (09-04-20-0153486), the survey was posted online through SurveyMonkey,
after which volunteers could access and participate in the study. The study began with
presentation of the consent form followed by the sociodemographic questionnaire and
three instruments: the PCL-5, GWB, and BAS.
Participation in the study was voluntary. I maintained confidentiality as stipulated
on the consent form; to protect the privacy of the participants. The consent form outlined
the purpose of the study and indicated potential benefits and risks of participation.
Participants were required to indicate consent before beginning the survey process. Only
surveys indicating deployment during OIF/OEF/OND, and current involvement in
treatment were included in the data analysis. Data collection continued until the desired
numbers of participants completed the surveys. Surveys were self-administered online
and completed without my assistance. The participants were allowed as much time as
necessary to complete the consent form and instruments. It was expected that the entire
process would take approximately 20 minutes to complete. At the beginning of the
project, participants were asked to complete the demographic survey, PCL-5, BAS and
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GWB. I then reviewed the information and determined which participants were at the
beginning of their therapy sessions to collect baseline data. After 8 weeks of therapy, I
contacted the participants via email or by phone to complete the PCL-5, and GWB survey
instruments. Upon request, participants could obtain a copy of the results of the survey
questionnaires and recommendations.
Instrumentation and Operationalization of Constructs
PCL-5
The PCL-5 is an instrument developed by Weathers et al. (2013) with the
National Center for PTSD Behavioral Science Division, a part of the Boston Veterans
Administration. This assessment is a 20-item questionnaire that was revised for the
current DSM-5 symptom criteria for PTSD, and is available in the public domain.
Examples of questions in the inventory are Question 1, “Repeated disturbing, and
unwanted memories of the stressful experience?”; Question 3, “Suddenly feeling or
acting as if a stressful experience were actually happening again (as if you were actually
back there reliving it)?”; Question 5, “Having strong physical reactions when something
reminded you of the stressful experience?”; Question 7, “Avoiding external reminders of
the stressful experience (for example, people, places, conversations, activities, objects, or
situations)?”; Question 9, “Having strong negative beliefs about yourself, other people, or
the world (for example, having thoughts such as: I am bad, there is something seriously
wrong with me, no one can be trusted, the world is completely dangerous)?”; Question
12, “Loss of interest in activities that you used to enjoy?”; Question 13, “Feeling distant
or cut off from other people?”; Question 15, “Irritable(undefined) behavior, angry
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outbursts or acting aggressively?”; Question 16, “Taking too many risks or doing things
that could cause you harm?”; Question 17, “Being ‘super alert’ or watchful or on
guard?”; Question 18, “Feeling jumpy or easily startled?”; Question 19, “Having
difficulty concentrating?”; Question 20, “Trouble falling or staying asleep?”
Scoring of the PCL-5 is a Likert Scale; (0) Not at all, (1) A little bit, (2)
Moderately, (3) Quite a bit, and (4) Extremely. For individuals to have a probable
diagnosis of PTSD, criteria must be at least moderate in each of the four symptom
groups. An individual must have one or more symptoms in Questions 1 to 5, either
Questions 6 or 7, two or more from Questions 8 to 14, and two or more from Questions
15 to 20.A score of 38 or higher indicates a probable PTSD diagnosis in veterans
(Weathers et al., 2013).
When measuring change in PTSD symptoms, a reduction of 5 points has been
suggested to reflect a reliable reduction in symptoms indicating that it was not caused by
chance, but that the individual is responding to treatment (National Center for PTSD,
2015). A 10- to 20-point reduction reflects clinically significant change (National Center
for PTSD, 2015). The PCL-5 was tested in two independent samples of veterans who
were receiving care at a Veterans Affairs Medical Center in which the prevalence of
PTSD was high. Internal consistency coefficients were excellent (.96). Test-retest
reliability, over 31 days was .86 (Bovin et al., 2016).
In a study conducted by Keane et al. (2014), which consisted of 507 Iraq and
Afghanistan combat-exposed veterans, the DSM-5 model provided an adequate fit to the
data baseline. Wortmann et al. (2016) endorsed these findings, concluding not only that
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the PCL-5 proved to be a psychometrically sound instrument, but also that the subscales
were proven to be a viable measure for traumatic and perceived stress.
Bondjers et al. (2015) evaluated the PCL-5 with parents of burn victims, hoping
to establish a reliable and viable screening tool for the proposed population. The PCL-5
again proved to be a psychometrically sound instrument. In addition, the researchers
indicated that the Cronbach’s alpha values (0.56 and 0.77) of the participating parents (N
= 62) were acceptable and proved that the PCL-5 DSM-5 model had high consistency and
concurrent validity for this group as well (Bonders, et, al, 2015).
Miles et al. (2008) conducted a study to examine ethnic differences on
instruments measuring PTSD. The researchers reviewed the English and Spanish PTSD
Checklist-Civilian Version (PCL-C) and tested for differential item functioning using
confirmatory factor analysis. The sample consisted of 304 self-identified Hispanics, who
were not monolingual English speakers, and who were hospitalized for treatment of
injuries from physical trauma. All the participants were assessed using face-to face
structured interviews within a couple of days of injury. The post assessment was
administered at follow-up assessments at 1 week, 4 weeks, and 8 weeks. The results of
the study indicated a broad equivalence of the English and Spanish versions of the PCL-C
(Miles et al, 2008).
The GWB
The GWB is a self-report questionnaire that assesses psychological well-being
and is available in the public domain. The GWB is comprised of 18 items that yield a
general indicator of well-being and six subscales that measure hypothesized dimensions
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of well-being or mental health including anxiety, depression, positive well-being, selfcontrol, vitality, and general health. The questions and answers provide indications of the
presence and severity of symptoms that are taken into account when assessing general
well-being and distress (Dupuy, 1977). The first 14 questions of the GWB use a 6-point
rating scale that represents either intensity or frequency, while the remaining 11 questions
use a 0-10 rating scale (Dupuy, 1977).
Longo et al. (2017; 2018) conducted studies to evaluate the GWB with
Multigroup Confirmatory Factor Analysis (CFA) on a sample of 989. The study was
conducted in three sections to determine whether the questionnaire was invariant across
gender and age groups. The results of the study found that there was consistent evidence
of dimensionality, measurement invariance, reliability, and validity (Longo et al., 2017;
2018). The GWB can produce a general well-being score as well as specific scale scores
(Longo et al., 2017; 2018). The GWB was found to be an appropriate measure when used
with an adult North American sample that is drawn from a general population (Longo et
al., 2017; 2018).
The National Health Examination Survey (NHES) conducted a study at 100
different locations in the United States to validate the GWB. The sample population
consisted of 6,913 individuals ages 25 to 74 years. The researchers indicated an internal
consistency coefficient of 0.93 which was of similar magnitude in three other
independent studies. After 3 months, retesting indicated reliability coefficients of 0.65,
which was comparable to those of other mental health tests (Chassany et al., 2004). The
GWB’s structure and content was established to provide a more comprehensive
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operational measurement of general psychological well-being than other tests (Chassany
et al., 2004).
The GWB was used to examine self-esteem and ethnic identity and its impact on
two types of acculturative stress and psychological well-being among first generational
Mexican immigrant adults (Kim et al., 2014). The participants were administered the
GWB pre-resource building classes and then again after 4 weeks. The results of the study
could not determine the impact of acculturative stress related to being fluent in Spanish
and retaining Mexican cultural practices on psychological well-being.
The BAS
The BAS is a self-report questionnaire available to researchers in the public
domain that assesses levels of acculturation that are central to the individual in two
cultural domains, Hispanic and non-Hispanic (Marin & Gamba, 1996). The response
categories for items 1 through 6 and items 19 through 24 are almost always (4), often (3),
sometimes (2), and almost never (1). The response categories for items 7 through 18 are
very well (4), well (3), poorly (2), and very poorly (1). The Spanish version response
categories for items 1 through 6 and items 19 through 24 are casi siempre (4),
frecuentemente (3), algunas veces (2), and casi nunca (1). The response categories for
item 7 through 18 are muy bien (4), bien (3), no muy bien (2), and muy mal (1). The BAS
is used to develop scores for two levels of acculturation: the adoption of American
culture ideals and the retention of ideals from the respondent’s culture of origin (Marin &
Gamba, 1996).
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After a factor analysis was conducted for language related and social behavior
items, the following subscales were developed: Language Use, Linguistic Proficiency,
and Electronic Media. The Language Use subscale includes items that measure the
frequency that the individual uses English or Spanish when they speak or think. A second
language-related subscale, Linguistic Proficiency, includes six items that deal with how
well the respondent speaks, reads, understands, and writes English and Spanish. These
two language subscales indicated a high internal consistency (α =.97). The third subscale,
Electronic Media, is a 3-item subscale that measures the frequency an individual uses
English or Spanish language electronic media. An internal consistency score of alpha .83
was reported for this subscale.
The three subscales showed high alpha coefficients (α = .90) when the
respondents were divided in terms of their national descent (Mexican Americans and
Central Americans). The internal consistency was high for Mexican Americans (α = .93
for Hispanics and α = .97 for non-Hispanics) and for Central Americans (α = .87 for
Hispanic domain and α = .95 for non-Hispanic domain). These high validity indexes are
comparable or higher to other published acculturation scales (American Psychological
Association, 2017).
In a study of the instrument’s psychometrics, Norris et al. (1996) found
coefficient alpha levels like those obtained by Marin et al. (1987), who used a longer
version of the measure. While alpha coefficients were lower (α = .80 total and .74 for
males) for the Puerto Rican respondents, they met criterion for respectable to very good
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scale reliability. Norris et al. (1996) also found that the BAS correlated highly with
known factors of acculturation.
Data Analysis Plan
The research employed a multi-step analytical strategy. The raw data was entered
into SPSS version 24.0 for Windows. Prior to analysis, the data was examined for partial
responses and potential outlying responses. Z-scores were used to identify outlying scores
for each of the scales (Tabachnick & Fidell, 2013). Once the final sample size was
determined, descriptive statistics were explored for the demographics and variables of
interest through use of frequencies, percentages, means, and standard deviations. The
internal consistency of the measurements was evaluated via Cronbach’s alpha tests of
reliability. Cronbach’s alpha coefficients were evaluated using the guidelines suggested
by George and Mallery (2016) where α > .9 Excellent, α > .8 Good, α > .7 Acceptable, α
> .6 Questionable, α > .5 Poor, α < .5 Unacceptable. Statistical significance for each of
the inferential tests was evaluated at the conventional level, α = .05. The research
questions and related analyses are detailed below.
Research Question 1: Will there be a significant difference in pre- and post-testing in the
total symptom severity score of the PTSD Checklist for DSM-5 (PCL-5) between
Hispanic veterans receiving 8 weeks of individual behavioral therapy, group behavioral
therapy, or a combination of the two therapies?
H₀1: There will not be a significant difference in pre- and post-testing in the total
symptom severity score of the PCL-5 between Hispanic veterans receiving 8 weeks of
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individual behavioral therapy, group behavioral therapy, or a combination of the two
therapies.
H₀1: There will be a significant difference in pre- and post-testing in the total
symptom severity score of the PCL-5 between Hispanic veterans receiving 8 weeks of
individual behavioral therapy, group behavioral therapy, or a combination of the two
therapies.
Research Question 2: Will there be a significant difference in pre- and post-testing in the
total scores of the General Well-Being Schedule (GWB) between Hispanic veterans
receiving 8 weeks of individual behavioral therapy, group behavioral therapy, or a
combination of the two therapies?
H₀2: There will not be a significant difference in pre- and post-testing in the total
scores of the GWB between Hispanic veterans receiving 8 weeks of individual behavioral
therapy, group behavioral therapy, or a combination of the two therapies.
H₀2: There will be a significant difference in pre- and post-testing in the total
scores of the GWB between Hispanic veterans receiving 8 weeks of individual behavioral
therapy, group behavioral therapy, or a combination of the two therapies.
To address research questions 1 and 2, a series of mixed model ANOVAs were
conducted to examine for differences over time in total symptom severity, general wellbeing, and bidimensional acculturation by individual group therapy, group behavioral
therapy, or a combination of the two therapies. A mixed model ANOVA was an
appropriate statistical tool for assessing for differences in a continuous variable by time
and group (Tabachnick & Fidell, 2013). The within-group effect for the ANOVA
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examined the difference in scores between pretest and posttest. The between-effect for
the ANOVA examined for differences in the three therapy types: individual behavioral
therapy, group behavioral therapy, or a combination of the two therapies. Prior to
analysis, the assumptions of normality and homogeneity of variance were tested. The F
test was used to evaluate the overall comparison on whether significant differences
existed by group or time.
Research Question 3: Does a significant relationship exist between level of
acculturation as measured by the BAS and PTSD symptom severity as measured by the
PCL-5, for Hispanic veterans receiving individual behavioral therapy, group behavioral
therapy, or a combination of the two therapies?
H₀3: 3: There will be no significant relationship between level of acculturation
as measured by the BAS and PTSD symptom severity as measured by the PCL-5, for
Hispanic veterans receiving individual behavioral therapy, group behavioral therapy, or a
combination of the two therapies.
H₀3: There will be a significant relationship between level of acculturation as
measured by the BAS and PTSD symptom severity as measured by the PCL-5, for
Hispanic veterans receiving individual behavioral therapy, group behavioral therapy, or a
combination of the two therapies.
Research Question #4: Does a significant relationship exist between level of
acculturation as measured by the BAS and general well-being as measured by the GWB
scale, for Hispanic veterans receiving individual behavioral therapy, group behavioral
therapy, or a combination of the two therapies?
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H₀4: There will be no significant relationship between level of acculturation as
measured by the BAS and general well-being as measured by the GWB scale scores, for
Hispanic veterans receiving individual behavioral therapy, group behavioral therapy, or a
combination of the two therapies.
H₀ 4: There will be a significant relationship between level of acculturation as
measured by the BAS and general well-being as measured by the GWB scale scores, for
Hispanic veterans receiving individual behavioral therapy, group behavioral therapy, or a
combination of the two therapies.
To address research questions 3 and 4, two multiple linear regressions were used
to examine the predictive relationship between level of acculturation, symptom severity,
and general well-being. The multiple linear regression was an appropriate statistical
analysis when assessing the predictive relationship between an independent variable and
a continuous criterion variable (Tabachnick & Fidell, 2013). Level of acculturation and
type of therapy was treated as the predictor variables. For research question 4, PTSD
symptom severity was treated as the continuous criterion variable. For research question
4, general well-being was treated as the continuous criterion variable. Prior to analysis,
the assumptions of normality, homoscedasticity, and absence of multicollinearity were
tested. The F test was used to evaluate the statistical significance of the overall model.
Individual t-tests were used to evaluate the predictive effect of each independent variable.
The coefficient of determination, R2, was used to explain the variance in the continuous
variable.
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Threats to Validity
Threats to External Validity
Threats to external validity are linked to areas of the research that create bias
regarding the measured results. Participants were self-selected volunteers and thus do not
represent outcomes for all of those who might otherwise have been a part of this research
pool. Through the application of a quasi-experimental design, there was a threat of
statistical validity due to participants not being randomly assigned to the treatment
groups. The researcher was cautious when interpreting the findings of the data analyses
and did not automatically extrapolate the results to the population of interest.
Threats to Internal Validity
Threats to internal validity correspond to limitations within the scope of
quantitative research. First, the selection of a quantitative method limits the interpretation
to closed-ended responses. With quantitative methods, the researcher cannot record the
perceptions and underlying beliefs of the subjects. The use of self-report surveys also
contains potential bias due to dependence upon participants’ levels of honest response. In
addition, confounding variables such as demographics (gender, age, ethnicity, etc.) could
affect the measured relationships between the variables of interest (Howell, 2010).
Ethical Procedures
All procedures described by the IRB of Walden University were followed. The
researcher sought community partnerships from local outpatient clinics, and local
outreach community agencies. Informed consent from each participant was first obtained
in the on-line data collection process. I ensured that no data collected contained personal
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identification. Computerized data is stored in a password-protected SPSS file on a
password protected computer. The risk of loss of privacy was minimized by not including
participant names on any survey instrument. All forms of data collected will be destroyed
by shredding after a 5-year period has passed.
Summary
The purpose of the study was to examine treatment outcomes and correlates of
acculturation for Hispanic veterans diagnosed with PTSD at local outpatient clinics and
community outreach agencies in a large southwest city in the United States. In this
chapter, the research design and methodology of the study were outlined. The chapter
was broken up into four sections and studies independent and dependent variables;
research design and research questions and the methods used to answer the questions
were integrated. The second section explained the sample population, and methods for
procuring participants that were incorporated. Descriptions of how the surveys were
developed and an explanation of how the surveys were chosen were included. The third
section explained procedural guidelines, ethical procedures, including, but not limited to
the collection of data and confidentiality. The fourth and last section ended with the
chapter’s summary. In the next chapter, the results of the data analysis will be presented.
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Chapter 4: Results
The purpose of this quantitative study was to examine treatment outcomes and
correlates of acculturation for Hispanic veterans diagnosed with PTSD at local outpatient
clinics and community outreach agencies. In this chapter, I present the findings of the
data collection and analyses. Frequencies and percentages were used to explore the trends
of the demographic factors. Means and standard deviations were used to explore the
trends of the continuous-level data. Cronbach alpha test of internal consistency were used
to identify the reliability of the scales. To address the research questions, a series of
mixed model ANOVAs and multiple linear regressions were conducted.
Descriptive Statistics
Applying the inferential analyses to the study, it was necessary to include an
adequate sample. G*Power 3.1.7 was applied to determine the minimum sample size
requirement (Faul et al., 2014). The research utilized mixed model ANOVAs and
multiple linear regressions. The multiple linear regression had the larger sample size
requirement. For the regression, three predictor variables were examined. A medium
effect size (f = .15) and a generally accepted power (.80) was incorporated. It was
determined that a minimum sample size of 77 participants would be sufficient for the data
collection.
During the Fall of 2020, I distributed surveys to area outpatient clinics and
community outreach agencies where veterans receive mental health services. A total of
77 participants provided consent to respond to the questionnaires. Everyone in the sample

80
met the inclusion criteria for being of Hispanic descent. All participants responded to the
full questionnaire at pretest and posttest.
The sample consisted of 58 males (75.3%) and 19 females (24.7%). Just under
half of the sample consisted of married participants (n = 37, 48.1%). Participants’
therapists consisted of licensed professional counselors (n = 47, 61.0%), psychologists (n
= 15, 19.5%), and social workers (n = 15, 19.5%). Type of therapy used during the study
consisted of individual (n = 53, 68.8%), group (n = 7, 9.1%), and combination (n = 17,
22.1%). Table 1 presents the frequencies and percentages of the demographic variables.
Table 1
Frequencies and Percentages of Demographics
Variable

n

%

58
19

75.3
24.7

37
17
16
5
2

48.1
22.1
20.8
6.5
2.6

47
15
15

61.0
19.5
19.5

53
7
17

68.8
9.1
22.1

Gender
Male
Female
Marital status
Married
Single
Divorced
Separated
Widowed
Therapist
Licensed professional counselor
Psychologist
Social worker
Type of therapy
Individual
Group
Individual and group therapy
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Participants responded to the PCL-5, GWB, and BAS. Composite scores were
developed on the instruments by following the scoring instructions on the surveys. PTSD
and well-being were measured at pretest and posttest, whereas acculturation was
measured only once.
Cronbach's alpha test of internal consistency and reliability was examined for the
four instrument scales. The strength of the alpha values was tested by applying use of
George and Mallery’s (2016) guidelines, in which α > .9 is Excellent, α > .8 is Good, α >
.7 is Acceptable, α > .6 is Questionable, α > .5 is Poor, and α < .5 is Unacceptable.
Reliability met the acceptable threshold for four of the five measurements. General wellbeing at posttest had internal consistency slightly below the acceptable threshold (α =
.64).
PTSD scores at pretest ranged from 15.00 to 79.00 (M = 33.01, SD = 13.23).
PTSD scores at posttest ranged from 17.00 to 56.00 (M = 34.61, SD = 6.99). General
well-being scores at pretest ranged from 32.00 to 89.00 (M = 66.14, SD = 10.98).
General well-being scores at posttest ranged from 50.00 to 78.00 (M = 66.71, SD = 5.47).
Acculturation scores ranged from 2.25 to 3.54 (M = 2.80, SD = 0.29). Descriptive
statistics for the scales are presented in Table 2.
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Table 2
Descriptive Statistics for Scales

Instrument
PCL-C
PCL-C
GWB
GWB
BAS

Variable
Pre-test PTSD
Post-test PTSD
General wellbeing pretest
General wellbeing posttest
Acculturation

# of
items
20
20
18

Α
.96
.86
.89

5.47

18

.64

0.29

24

.86

n
77
77
77

Min Max
M
SD
15.00 79.00 33.01 13.23
17.00 56.00 34.61 6.99
32.00 89.00 66.14 10.98

77

50.00 78.00 66.71

77

2.25

3.54

2.80

Research Question 1: Will there be a significant difference in pre- and post-testing in the
total symptom severity score of the PCL-5 between Hispanic veterans receiving 8 weeks
of individual behavioral therapy, group behavioral therapy, or a combination of the two
therapies?
H₀1: There will not be a significant difference in pre- and post-testing in the total
symptom severity score of the PCL-5 between Hispanic veterans receiving 8 weeks of
individual behavioral therapy, group behavioral therapy, or a combination of the two
therapies.
H₀1: There will be a significant difference in pre- and post-testing in the total
symptom severity score of the PCL-5 between Hispanic veterans receiving 8 weeks of
individual behavioral therapy, group behavioral therapy, or a combination of the two
therapies.
A mixed model ANOVA was conducted to examine for differences in pretest and
posttest PTSD scores between individual behavioral therapy, group behavioral therapy, or
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a combination of the two therapies. A mixed model ANOVA is appropriate when testing
for differences in a continuous variable over a period of time and between groups
(Tabachnick & Fidell, 2013). The continuous dependent variable in this analysis
corresponded to PTSD scores. The independent grouping variable corresponded to group:
individual behavioral therapy, group behavioral therapy, or a combination of the two
therapies.
Prior to analysis, I tested the assumption of normality with Kolmogorov-Smirnov
tests. The Kolmogorov-Smirnov compares the test data to a normal, bell-shaped
distribution. The findings of the Kolmogorov-Smirnov test were significant for pretest
PTSD (p < .001) and not significant for posttest PTSD scores (p = .200). Therefore, the
assumption of normality was met for pretest scores but not for posttest scores. Howell
(2013) indicated that violations of normality are not problematic when the sample size
exceeds 50 cases.
The assumption for homogeneity of variance was verified with the Levene’s test.
Levene’s test verifies that the variance in scores is approximately equal between the three
groups (i.e., individual, group, combination). The results of the Levene’s test were
significant for PTSD pretest scores (p = .048) and not significant for PTSD posttest
scores (p = .697). Therefore, the assumption of homogeneity of variance was supported
for pretest scores but not for posttest scores. Due to the assumption for homogeneity of
variance not being supported, the significance threshold for the main effects in the
ANOVA will be reduced in half (α = .05/2 = .025; Tabachnick et al., 2013).
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Three effects were examined for the mixed model ANOVA: within-subjects effect
(time: pretest versus posttest), between-subjects effect (group: individual behavioral
therapy, group behavioral therapy, or a combination), and interaction effect (time*group).
Results of the within-subjects effect (time) of the ANOVA were not statistically
significant, F(1, 74) = 1.61 p = .209, η2 = .021, suggesting that there were not significant
differences in PTSD scores between pretest and posttest. Results of the between-subjects
effect of the ANOVA were not statistically significant, F(2, 74) = 0.22, p = .803, η2 =
.006, suggesting that there were not significant differences in PTSD scores between
treatment and control groups. Results of the interaction term (time*group) were not
significant, F(2, 74) = 2.93, p = .059, η2 =.073, suggesting that there were not significant
differences in PTSD scores by the interaction of time and group. Results of the mixed
model ANOVA are presented in Table 3. Means and standard deviations for PTSD scores
over time and by group are presented in Table 4.
Table 3
Means and Standard Deviations for PTSD by Time and Group
Continuous
Variables

Individual

Group

Combination

Overall

n

M

SD

n

M

SD

n

M

SD

n

M

SD

PTSD pretest

53

33.06

14.90

7

28.71

4.79

17

34.65

9.52

77

33.01

13.23

PTSD posttest

53

35.45

6.91

7

37.14

5.55

17

30.94

6.78

77

34.61

6.99

PTSD overall

53

34.25

9.56

7

32.93

4.36

17

32.79

6.87

77

33.81

8.62

Research Question 2: Will there be a significant difference in pre- and post-testing in the
total scores of the GWB between Hispanic veterans receiving 8 weeks of individual
behavioral therapy, group behavioral therapy, or a combination of the two therapies?
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H₀2: There will not be a significant difference in pre- and post-testing in the total
scores of the GWB between Hispanic veterans receiving 8 weeks of individual behavioral
therapy, group behavioral therapy, or a combination of the two therapies.
H₀2: There will be a significant difference in pre- and post-testing in the total
scores of the GWB between Hispanic veterans receiving 8 weeks of individual behavioral
therapy, group behavioral therapy, or a combination of the two therapies.
A mixed model ANOVA was conducted to examine for differences in pretest and
posttest general well-being scores between individual behavioral therapy, group
behavioral therapy, or a combination of the two therapies. A mixed model ANOVA is
appropriate when testing for differences in a continuous variable over a period of time
and between groups (Tabachnick et al., 2013). The continuous dependent variable in this
analysis corresponded to well-being scores. The independent grouping variable
corresponded to group: individual behavioral therapy, group behavioral therapy, or a
combination of the two therapies.
Prior to analysis, the assumption of normality was tested with KolmogorovSmirnov tests. The findings of the Kolmogorov-Smirnov test were significant for pretest
general well-being (p < .001) and posttest general well-being (p = .018) scores.
Therefore, the assumption of normality was not met for pretest scores or posttest scores.
Howell (2013) indicates that violations of normality are not problematic when the sample
size exceeds 50 cases. The assumption for homogeneity of variance was verified with the
Levene’s test. Levene’s test verifies that the variance in scores is approximately equal
between the three groups (individual, group, combination). The results of the Levene’s
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test were not significant for general well-being pretest scores (p = .368) and general wellbeing posttest scores (p = .165). Therefore, the assumption of homogeneity of variance
was supported for pretest and posttest scores.
Three effects were examined for the mixed model ANOVA: within-subjects effect
(time: pretest versus posttest), between-subjects effect (group: individual behavioral
therapy, group behavioral therapy, or a combination), and interaction effect (time*group).
Results of the within-subjects effect (time) of the ANOVA were not statistically
significant, F(1, 74) = 0.22, p = .640, η2 = .003, suggesting that there were not significant
differences in general well-being scores between pretest and posttest. Results of the
between-subjects effect of the ANOVA were not statistically significant, F(2, 74) = 1.17,
p = .316, η2 = .031, suggesting that there were not significant differences in general wellbeing scores between treatment and control groups. Results of the interaction term
(time*group) were not significant, F(2, 74) = 0.71, p = .497, η2 =.019, suggesting that
there were not significant differences in general well-being scores by the interaction of
time and group. Means and standard deviations for general well-being scores over time
and by group are presented in Table 4.
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Table 4
Means and Standard Deviations for General Well-Being by Time and Group
Continuous
Variables
General wellbeing pretest
General wellbeing posttest
General wellbeing overall

Individual

Group

Combination

Overall

N
53

M
65.66

SD
11.69

N
7

M
66.86

SD
4.53

N
17

M
67.35

SD
10.89

N
77

M
66.14

SD
10.98

53

65.68

5.44

7

66.00

5.80

17

70.24

4.05

77

66.71

5.47

53

65.67

7.79

7

66.43

4.98

17

68..79

6.50

77

66.43

7.35

Research Question 3: Does a significant relationship exist between level of
acculturation as measured by the BAS and PTSD symptom severity as measured by the
PCL-5, for Hispanic veterans receiving individual behavioral therapy, group behavioral
therapy, or a combination of the two therapies?
H₀3: 3: There will be no significant relationship between level of acculturation
as measured by the BAS and PTSD symptom severity as measured by the PCL-5, for
Hispanic veterans receiving individual behavioral therapy, group behavioral therapy, or a
combination of the two therapies.
H₀3: There will be a significant relationship between level of acculturation as
measured by the BAS and PTSD symptom severity as measured by the PCL-5, for
Hispanic veterans receiving individual behavioral therapy, group behavioral therapy, or a
combination of the two therapies.
To address research question three, a multiple linear regression was conducted.
The predictor variables corresponded to level of acculturation and type of therapy. Due to
the categorical nature of therapy, the data needed to be dummy coded. Individual
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behavioral therapy was treated as the reference group in the model. The continuous
dependent variable corresponded to PTSD symptom severity at posttest.
Prior to analysis, the assumptions of a multiple linear regression were tested.
Normality was assessed with a normal P-P plot. The data closely followed the normality
trend line, indicating that the assumption of normality was supported (see Figure 1).
Homoscedasticity was tested with a residual scatterplot. The assumption was supported
given random spread in the scatterplot (see Figure 2).
Figure 1
Normal P-P Plot for Regression with Acculturation and Therapy Type Predicting PTSD
Scores
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Figure 2
Residuals Scatterplot for Regression with Acculturation and Therapy Type Predicting
PTSD Scores

VIF values were used to test for absence of multicollinearity. VIF values below
10 indicate that there is not a high association between the variables of interest (Stevens,
2010). The VIF values for Acculturation (1.01), Group Therapy (1.03) and Combination
Therapy (1.04) indicate that there was not a high association between the variables of
interest.
The findings of the multiple linear regression were statistically significant, F(3,
73) = 2.76, p = .048, and R2 = .059, suggesting that collectively there was a significant
predictive relationship between acculturation and therapy type on PTSD scores. The
coefficient of determination, R2, indicates that approximately 5.9% of the variance in
PTSD scores can be explained by acculturation and therapy type. Acculturation was not a
significant predictor in the model (t = 1.21, p = .230). Therapy type (combination versus
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individual) was a significant predictor in the model (t = -2.28, p = .026), indicating that
those who had combination therapy scored approximately 4.31 units lower on PTSD in
comparison to those who had individual therapy. Table 5 presents the findings of the
linear regression.
Table 5
Multiple Linear Regression with Acculturation and Therapy Type Predicting PTSD
Predictor
Acculturation
Therapy type (reference: Individual)
Group
Combination
Note. F(3, 73) = 2.76, p = .048, R2 = .102

B
3.30

SE
2.73

β
.14

t
1.21

P
.230

1.75
-4.31

2.72
1.89

.07
-.26

0.64
-2.28

.522
.026

Research Question #4: Does a significant relationship exist between level of
acculturation as measured by the BAS and general well-being as measured by the GWB
scale, for Hispanic veterans receiving individual behavioral therapy, group behavioral
therapy, or a combination of the two therapies?
H₀4: There will be no significant relationship between level of acculturation as
measured by the BAS and general well-being as measured by the GWB scale scores, for
Hispanic veterans receiving individual behavioral therapy, group behavioral therapy, or a
combination of the two therapies.
H₀ 4: There will be a significant relationship between level of acculturation as
measured by the BAS and general well-being as measured by the GWB scale scores, for
Hispanic veterans receiving individual behavioral therapy, group behavioral therapy, or a
combination of the two therapies.
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To address research question four, a multiple linear regression was conducted.
The predictor variables corresponded to level of acculturation and type of therapy. Due to
the categorical nature of therapy, the data needed to be dummy coded. Individual
behavioral therapy was treated as the reference group in the model. The continuous
dependent variable corresponded to general well-being at posttest.
Prior to analysis, the assumptions of a multiple linear regression were tested.
Normality was assessed with a normal P-P plot. The data closely followed the normality
trend line, indicating that the assumption of normality was supported (see Figure 3).
Homoscedasticity was tested with a residual scatterplot. The assumption was supported
given random spread in the scatterplot (see Figure 4).
Figure 3
Normal P-P Plot for Regression with Acculturation and Therapy Type Predicting
General Well-Being Scores
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Figure 4
Residuals Scatterplot for Regression with Acculturation and Therapy Type Predicting
General Well-Being Scores

VIF values were used to test for absence of multicollinearity. The assumption for
absence of multicollinearity was supported by VIF values for Acculturation (1.01), Group
Therapy (1.03) and Combination Therapy (1.04).
The findings of the multiple linear regression were statistically significant, F(3,
73) = 5.02, p = .003, and R2 = .171, suggesting that collectively there was a significant
predictive relationship between acculturation and therapy type on general well-being
scores. The coefficient of determination, R2, indicates that approximately 17.1% of the
variance in general well-being scores can be explained by acculturation and therapy type.
Acculturation was a significant predictor in the model (t = -2.14, p = .036), indicating
that with every one-unit increase in acculturation scores, general well-being scores
decreased by approximately 4.39 units. Therapy type (combination versus individual)
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was a significant predictor in the model (t = 3.01, p = .004), indicating that those who
had combination therapy scored approximately 4.28 units higher on general well-being in
comparison to those who had individual therapy. Table 6 presents the findings of the
linear regression.
Table 6
Multiple Linear Regression with Acculturation and Therapy Type Predicting General
Well-being
Predictor
Acculturation
Therapy type (reference: Individual)
Group
Combination
Note. F(3, 73) = 5.02, p = .003, R2 = .171

B
-4.39

SE
2.05

β
-.23

t
-2.14

P
.036

0.24
4.28

2.05
1.42

.01
.33

0.12
3.01

.906
.004

Summary
The purpose of this quantitative study was to examine treatment outcomes and
correlates of acculturation for Hispanic veterans diagnosed with post- traumatic stress
disorder at the local outpatient clinics and community outreach agencies. In this chapter,
the findings of the data collection and analyses were presented. Frequencies and
percentages were used to explore the trends of the demographic factors. Means and
standard deviations were used to explore the trends of the continuous-level data.
Cronbach alpha test of internal consistency will be used to identify the reliability of the
scales. Four of the five measurements met the acceptable threshold for internal
consistency, while general well-being at posttest had internal consistency slightly below
the acceptable threshold (α = .64). To address the research questions, a series of mixed
model ANOVAs and multiple linear regressions were conducted.
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For Research Question 1, none of the main effects were statistically significant,
indicating that there were not significant differences in PTSD scores between time and
group. For Research Question 2, none of the main effects were statistically significant,
indicating that there were not significant differences in general well-being scores between
time and group.
For Research Question 3, the findings of the multiple linear regression were
statistically significant, suggesting that collectively there was a significant predictive
relationship between acculturation and therapy type on PTSD scores. Therapy type
(combination versus individual) was a significant predictor in the model, indicating that
those who had combination therapy scored approximately units lower on PTSD in
comparison to those who had individual therapy.
For Research Question 4, the findings of the multiple linear regression were
statistically significant, suggesting that collectively there was a significant predictive
relationship between acculturation and therapy type on general well-being scores.
Acculturation was a significant predictor in the model, indicating that with every one-unit
increase in acculturation scores, general well-being scores decreased. Therapy type
(combination versus individual) was a significant predictor in the model, indicating that
those who had combination therapy scored higher on general well-being in comparison to
those who had individual therapy.
In the next chapter, the findings of the data analysis will continue to be discussed
in the context of the literature. Limitations of the current research and recommendations
for future research will be provided.
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Chapter 5: Discussion, Conclusions, and Recommendations
The purpose of this quantitative study was to explore self-identified outcomes of
three treatment modes and how this correlates with acculturation for Hispanic veterans
diagnosed with PTSD at outpatient clinics and community outreach agencies for veterans.
While there is limited research conducted on the impact of PTSD on Hispanic veterans,
the research that has been conducted on Hispanic veterans indicates they have a higher
probability of more severe symptoms in multiple domains of PTSD (Ortega et al., 2000).
Three self-report questionnaires were used for the study. The PCL-5 and the GWB
allowed for consistent measurement of PTSD and psychological symptoms across the
three therapeutic approaches: individual behavioral therapy, group behavioral therapy, or
combination of the two therapies. The third instrument, the BAS, measures two major
cultural dimensions (Hispanic and Non-Hispanic) to assess levels of acculturation.
All three measures were administered at the beginning of therapy to collect
baseline data. After 8 weeks of therapy, the PCL-5, and GWB, were re-administered. A
combination of quantitative analyses was used, including ANOVAs and multiple linear
regressions, to address the research questions. The continuous dependent variables in this
analysis corresponded to PTSD scores, and well-being scores. The independent grouping
variable corresponded to group: individual behavioral therapy, group behavioral therapy,
or a combination of the two therapies. To address Research Question 3 on whether a
significant relationship exists between level of acculturation and PTSD symptom severity
for Hispanic veterans receiving individual behavioral therapy, group therapy, or a
combination of the two therapies, a multiple linear regression was conducted. The
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predictor variables corresponded to level of acculturation and type of therapy. Individual
behavioral therapy was treated as the reference group in the model. The continuous
dependent variable corresponded to PTSD symptom severity at posttest.
Results of the within-subjects effect (time) of the ANOVA were not statistically
significant, suggesting that there were not significant differences in PTSD and general
well-being scores between pretest and posttest. Results of the between-subjects effect of
the ANOVA were not statistically significant, suggesting that there were not significant
differences in PTSD and general well-being scores between treatment and control groups.
Results of the interaction term (time*group) were not significant, suggesting that there
were not significant differences in PTSD and general well-being scores by the interaction
of time and group.
Collectively, there was a significant predictive relationship between acculturation
and therapy type on PTSD scores. Acculturation was not a significant predictor in the
model. Therapy type (combination versus individual) was a significant predictor in the
model, indicating that those who had combination therapy scored lower on PTSD in
comparison to those who had individual therapy.
The literature review established the need for continued research on mental health
services and treatment outcomes for Hispanic veterans and their effectiveness in reducing
PTSD symptoms. Research on acculturation identified the need for a cultural dimension
and an integrative approach to the delivery of mental health services. In the process of
seeking to provide information on treatment outcomes and correlates of acculturation for
Hispanic veterans diagnosed with PTSD, there is a need to provide mental health
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professionals with a theoretical framework. In my literature review, I addressed
Leininger’s CCT (2002), which expands on diverse and universal care factors.
Interpretation of the Findings
The results of the study provided information recommended by Asnaani et al.,
(2017) that the cultural factors be considered when interpreting PTSD symptoms among
ethnic minorities. It is necessary to address the specific needs of all veterans as they are
presented instead of implementing a one-size-fits-all treatment plan. There is a need to
address the shortcomings in the research on how acculturation may impact treatment
outcomes for Hispanic veterans and their mental health. Although the extant literature
identified that acculturation is an important factor in therapy treatments (Huang & Zane,
2016) and Hispanic populations are particularly vulnerable to PSTD (Alcantara et al.,
2013), there is a dearth of research assessing correlations between acculturation and
response to treatment for PTSD among Hispanic veterans (Koo et al., 2015).
Comparison with Literature Reviewed
Research Question 1
Research Question 1 was designed to examine whether there is a significant
difference in pre- and post-testing in the total symptom severity score of the PCL-5
between Hispanic veterans receiving 8 weeks of individual behavioral therapy, group
behavioral therapy, or a combination of the two therapies. Based on the findings reported
in Chapter 4 and research reviewed in Chapter 2, it was not surprising to see that for
Research Question 1, none of the main effects were statistically significant, indicating
that there were no significant differences in PTSD scores between time and group.
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My findings align with those of Alcantara et al. (2013), who found that Hispanics
had higher rates of PTSD based on self-reported symptom checklists, but not on actual
diagnosis based on clinician-administered diagnostic interviews. When comparing
individual and group therapy for veterans with PTSD, Sripada and colleagues (2016)
examined a sample of 35, 144 VA patients who had a medical diagnosis of PTSD. The
results revealed that the veterans who received group therapy received more sessions
within a 14-week period in comparison to those receiving individual therapy. This was
consistent with research conducted in other VA specialty mental health clinics (BurnettZiegler et al., 2012). However, Sripada et al. (2016) also found that Hispanics were less
likely than non-Hispanics to receive adequate psychotherapy and equitable access to
psychotherapy.
Research Question 2
Research Question 2 was designed to examine whether there is a significant
difference in pre- and post-testing in the total scores of the GWB between Hispanic
veterans receiving 8 weeks of individual behavioral therapy, group behavioral therapy, or
a combination of the two therapies. For Research Question 2, none of the main effects
were statistically significant, indicating that there were no significant differences in
general well-being scores between time and group. My findings align with those of
Toelch et al., (2015), who found that a change in an individual’s behavior, opinions, or
belief system results from informational conformity or pressure from a person or persons
in a group. For example, in informational conformity, an individual acquires acceptable
responses and, therefore, copies behaviors that are expressed by most group members
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(Toelch et al., 2015). Additionally, the cultural values of familismo and spirituality were
closely tied to life satisfaction, which has been consistently associated with the positive
mental health of Hispanics (Ayon et al., 2010; Falicov, 2014; Ojeda et al.; 2013).
Research Question 3
Research Question 3 was designed to examine whether there is a significant
relationship between level of acculturation and PTSD symptom severity for Hispanic
veterans receiving individual behavioral therapy, group behavioral therapy, or a
combination of the two therapies. For Research Question 3, the findings of the multiple
linear regression were statistically significant, suggesting that collectively there was a
significant predictive relationship between acculturation and therapy type on PTSD
scores. Therapy type (combination versus individual) was a significant predictor in the
model, indicating that those who had combination therapy scored approximately 4.31
units lower on PTSD in comparison to those who had individual therapy.
My findings align with those of Miville et al (2006), who reported that higher
levels of acculturation and lower perceived social support from family and friends were
predictors of greater self-helping behavior. Moreover, according to Kracen et al. (2013),
OEF/OIF veterans preferred individual therapy over group therapy, voicing concerns
about expressing their emotions, being misunderstood, and not liking the composition of
the groups. The CCT involves cultural care accommodations that include compassionate,
innovative professionals whose actions and decisions help support people of a specific
culture to adapt to or work together with other health professionals to achieve positive
health outcomes (McFarland et al., 2015).
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Research Question 4
Research Question 4 was designed to examine whether there is a significant
relationship between level of acculturation and general well-being for Hispanic veterans
receiving individual behavioral therapy, group behavioral therapy, or a combination of
the two therapies. For Research Question 4, the findings of the multiple linear regression
were statistically significant, suggesting that collectively there was a significant
predictive relationship between acculturation and therapy type on general well-being
scores. Acculturation was a significant predictor in the model, indicating that with every
one-unit increase in acculturation scores, general well-being scores decreased. Therapy
type (combination versus individual) was a significant predictor in the model, indicating
that those who had combination therapy scored higher on general well-being in
comparison to those who had individual therapy.
My findings align with the research of Pittman (2014), who found that increased
acculturation is associated with a greater risk for PTSD and that Latinos tend to
underreport levels of stress but tend to experience higher levels of avoidance and
numbing. According to Lawton et al. (2018), there is an association between higher levels
of acculturation or orientation to U.S. culture and higher rates of externalizing problems
in Hispanic adolescents. Additionally, higher levels of acculturation or orientation to U.S.
culture are linked to internalizing problems for Hispanic girls, including higher
depressive symptomology, eating disorders, and suicide attempts (Schwartz et al., 2010).
Hirai (2015) found that more acculturated Latinos prefer conventional psychological
treatment, compared to less acculturated Latinos who prefer culturally relevant religious
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treatment. According to Schwartz et al. (2010), Hispanics born in the United States or
who have spent considerable time in the United States are more likely to be diagnosed
with a psychiatric disorder than Hispanics who were born abroad or who are recent
immigrants. This information can be used by mental health providers, such as counselors,
licensed professional counselors, psychologists, and psychiatrists, when treating Hispanic
veterans. The CCT addresses cultural care preservation or maintenance and includes
assistive and supportive measures to help individuals of a specific culture maintain and
preserve pertinent care values so that they can persevere in their wellbeing, recover from
illness, or deal with their disabilities (McFarland et al., 2015).
Limitations
The study includes some limitations, and the results should be interpreted with
these limitations in mind. First, the findings of the study are not generalizable to
populations beyond those comparable to the veterans taking part in this anonymous
study. An additional limitation was the number of women (n = 19; 24.7%) who
participated in the survey in comparison to the number of men (n = 58; 75.3%). Due to
the small sample size, the findings of the study are not generalizable to populations
beyond those comparable to the veterans taking part in this anonymous study.
Recommendations for Further Research
There are two different categories of recommendations associated with this study.
First, there are the recommendations based on the findings of the study, and second, there
the recommendations for future studies. Recommendations based on the findings focus
on providing services based on the veterans’ responses to the questionnaires.
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Recommendations for future research may lead to insight into the needs of this
population.
For Research Questions 1 and 2, none of the main effects were statistically
significant, indicating that there were no significant differences in PTSD and general
well-being scores between time and group. For Research Question 3, the findings of the
multiple linear regression were statistically significant, suggesting that collectively there
was a significant predictive relationship between acculturation and therapy type on PTSD
scores. Therapy type (combination versus individual) was a significant predictor in the
model, indicating that those who had combination therapy scored lower on PTSD in
comparison to those who had individual therapy. For Research Question 4, the findings
of the multiple linear regression were statistically significant, suggesting that collectively
there was a significant predictive relationship between acculturation and therapy type on
general well-being scores. Acculturation was a significant predictor in the model,
indicating that with every one-unit increase in acculturation scores, general well-being
scores decreased. Therapy type (combination versus individual) was a significant
predictor in the model, indicating that those who had combination therapy scored higher
on general well-being in comparison to those who had individual therapy.
To address the issue of a significant predictive relationship between acculturation
and therapy type on PTSD scores, it was found that therapy type (combination versus
individual) resulted in lower PTSD scores in veterans who had received individual
therapy in comparison to those who had combination therapy. It would be beneficial to
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monitor clients’ progress and determine which therapy type (combination versus
individual) would yield better results on PTSD scores for the individual.
For Research Question 4, the findings of the multiple linear regression were
statistically significant, suggesting that collectively there was a significant predictive
relationship between acculturation and therapy type on general well-being scores.
Acculturation was a significant predictor in the model, indicating that with every one-unit
increase in acculturation scores, general well-being scores decreased. Therapy type
(combination versus individual) was a significant predictor in the model, indicating that
those who had combination therapy scored higher on general well-being in comparison to
those who had individual therapy. It would be beneficial to monitor clients’ progress and
determine which therapy type (combination versus individual) would yield better results
on general well-being for the individual.
The literature review established the need for continued research on mental health
services and treatment outcomes for Hispanic veterans and their effectiveness in reducing
PTSD symptoms. Research on acculturation identified the need for a cultural dimension
and an integrative approach to the delivery of mental health services. In the process of
seeking to provide information on treatment outcomes and correlates of acculturation for
Hispanic veterans diagnosed with PTSD, there is a need to provide mental health
professionals with a theoretical framework that addresses those needs. Hispanic veterans
need Hispanic bilingual (English and Spanish) mental health providers who can support
and help these individuals persevere in their wellbeing, recover from illness or deal with
their disabilities.
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Implications
The research can impact positive social change by identifying correlations
between therapeutic outcomes and acculturation for Hispanic veterans with PTSD. The
results may facilitate improved assessment and treatment, and therapists may better
understand how culture and sociocultural factors impact the diagnosis and treatment of
Hispanic veterans. The findings can also help practitioners recognize the interrelationship
between mental health and the cultural values, beliefs, and behaviors of ethnic minorities,
as well as help practitioners conceptualize the role that culture plays in mental health.
This information may be used by mental health professionals who provide services to
Hispanic veterans diagnosed with PTSD at outpatient clinics and community outreach
agencies. According to Ray et al., (2009), there has been limited research conducted on
the impact of PTSD on Hispanic veterans. The research conducted on Hispanic veterans
indicates they have a higher probability of more severe symptoms in multiple domains of
PTSD (Ortega et al., 2000). Therefore, it is essential that research be conducted to meet
the needs of this military population.
Military culture supports collectivism, conformity, and attachment to units; for
deployed Hispanic service members, equally important relationships with their supportive
families are disrupted (Ahronson et al., 2009). Research indicates that OEF, OIF, and
OND combat veterans have been reported to be at a higher risk for developing PTSD, and
Hispanic veterans in particular are more vulnerable to developing PSTD (Ahronson et al.,
2009; Alcantara et al., 2013; Kracen et al., 2013; Ortega et al., & Rosenheck, 2000;
Pitman, 2014). Therefore, it is vital to conduct research on treatment outcomes for
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Hispanic veterans, as research regarding this population is lacking. Input from this
population may provide researchers with different perspectives and insights that may
improve treatment planning for Hispanic veterans.
Conclusion
Veterans may experience mental illness within a year of returning from warzones
and require unique treatment and services when compared to non-military populations
(Alcantara et al., 2013; Asnani et al., 2017; Tuerk et al., 2011). Veterans diagnosed with
PTSD report higher levels of distress in comparison to veterans without PTSD. There was
a lack of longitudinal studies examining the relationship between ethnicity, acculturation,
and the development of PTSD among Hispanic combat veterans. The present study was
designed to fill the gap in existing research on Hispanic veterans in the United States who
suffer from PTSD, their treatment outcomes, and correlates of acculturation.
Regarding the predictive relationship between acculturation and therapy type on
PTSD scores, it was found that therapy type (combination versus individual) resulted in
lower PTSD scores in veterans who had received individual therapy in comparison to
those who had combination therapy. Acculturation also was a significant predictor in the
model, indicating that with every one-unit increase in acculturation scores, general wellbeing scores decreased. Therapy type (combination versus individual) was a significant
predictor in the model, indicating that those who had combination therapy scored higher
on general well-being in comparison to those who had individual therapy.
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Appendix A: Demographic Information
(This information will only be filled out pre-treatment)
Age: ____________
Sex: _____Male _____Female
Living Situation: _____Parents _____Partner _____Children
Branch of Military: _____Army
_____Air Force
_____Marines
_____Navy
_____National Guard
_____Army Reserves
_____Air Force Reserves
_____Marine Reserves
_____Navy Reserves

Please write your answer on the line.
A 1 v Where were you born?
A2- Where was your mother
born?
Please circle your answers.
A3. Growing up was your
family
A4. Currently would you
consider yourself…
A5. What is your highest
education level?
A6. Prior to deployment, were
you...
A7. In what conflict did you
serve?

High income

Middle income

Low income

High income

Middle income

Low income

Did not complete high school GED
High school graduate Some college credit
Post college graduate
Active
National
Duty
Guard/Reserve
OEF/
OIF

Vietnam
Korea

Not applicable
(Never deployed)
W Peacetime
W
Other
II
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Appendix B: PTSD Checklist for DSM-5 (PCL-5)
(This survey will be filled out pre- and post- treatment)
Instructions: Below is a list of problems that people
sometimes have in response to a very stressful experience.
Please read each problem carefully and then circle one of
the numbers to the right to indicate how much you have
been bothered by that problem in the past month.
In the past month, how much were you bothered by:
1. Repeated, disturbing, and unwanted memories of the
stressful experience?

Not at all

A little bit

Moderately

Quite a
bit

Extremely

0

1

2

3

4

2. Repeated, disturbing dreams of the stressful experience?

0

1

2

3

4

3. Suddenly feeling or acting as if the stressful experience
were actually happening again (as if you were actually back
there reliving it)?

0

1

2

3

4

4. Feeling very upset when something reminded you of the
stressful experience?

0

1

2

3

4

5. Having strong physical reactions when something
reminded you of the stressful experience (for example,
heart pounding, trouble breathing, sweating)?

0

1

2

3

4

6. Avoiding memories, thoughts, or feelings related to the
stressful experience?

0

1

2

3

4

7. Avoiding external reminders of the stressful experience
(for example, people, places, conversations, activities,
objects, or situations)?

0

1

2

3

4

0

1

2

3

4

0

1

2

3

4

10. Blaming yourself or someone else for the stressful
experience or what happened after it?

0

1

2

3

4

11. Having strong negative feelings such as fear, horror,
anger, guilt, or shame?

0

1

2

3

4

8. Trouble remembering important parts of the stressful
experience?
9. Having strong negative beliefs about yourself, other
people, or the world (for example, having thoughts such as:
I am bad, there is something seriously wrong with me, no
one can be trusted, the world is completely dangerous)?

12. Loss of interest in activities that you used to enjoy?

0

1

2

3

4

13. Feeling distant or cut off from other people?

0

1

2

3

4

0

1

2

3

4

0

1

2

3

4

0

1

2

3

4

0

1

2

3

4

14. Trouble experiencing positive feelings (for example,
being unable to feel happiness or have loving feelings for
people close to you)?
15. Irritable behavior, angry outbursts, or acting
aggressively?
16. Taking too many risks or doing things that could cause
you harm?
17. Being “super alert” or watchful or on guard?
18. Feeling jumpy or easily startled?

0

1

2

3

4

19. Having difficulty concentrating?

0

1

2

3

4

20. Trouble falling or staying asleep?

0

1

2

3

4
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Appendix C: The General Well-Being Scale
(This scale will be filled out pre- and post- treatment)
For each question, choose the answer that best describes how you have felt and how things have
been going for you during the past month.
1. How have you been feeling in general?
5 _____ In excellent spirits
4 _____ In very good spirits
3 _____ In good spirits mostly
2 _____ I’ve been up and down in spirits a lot
1 _____ In low spirits mostly
0 _____ In very low spirits
2. Have you been bothered by nervousness or your “nerves”?
0 _____ Extremely so—to the point where I could not work or take care of things
1 _____ Very much so
2 _____ Quite a bit
3 _____ Some—enough to bother me
4 _____ A little
5 _____ Not at all
3. Have you been in firm control of your behavior, thoughts, emotions, or feelings?
5 _____ Yes, definitely so
4 _____ Yes, for the most part
3 _____ Generally so
2 _____ Not too well
1 _____ No, and I am somewhat disturbed
0 _____ No, and I am very disturbed
4. Have you felt so sad, discouraged, hopeless, or had so many problems that you wondered if
anything was worthwhile?
0 _____ Extremely so—to the point I have just about given up
1 _____ Very much so
2 _____ Quite a bit
3 _____ Some—enough to bother me
4 _____ A little bit
5 _____ Not at all
5. Have you been under or felt you were under any strain, stress, or pressure?
0 _____ Yes—almost more than I could bear
1 _____ Yes—quite a bit of pressure
2 _____ Yes—some, more than usual
3 _____ Yes—some, but about usual
4 _____ Yes—a little
5 _____ Not at all
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6. How happy, satisfied, or pleased have you been with your personal life?
5 _____ Extremely happy—couldn’t have been more satisfied or pleased
4 _____ Very happy
3 _____ Fairly happy
2 _____ Satisfied—pleased
1 _____ Somewhat dissatisfied
0 _____ Very dissatisfied
7. Have you had reason to wonder if you were losing your mind or losing control over the way
you act, talk, think, feel, or of your memory?
5 _____ Not at all
4 _____ Only a little
3 _____ Some, but not enough to be concerned
2 _____ Some, and I’ve been a little concerned
1 _____ Some, and I am quite concerned
0 _____ Much, and I’m very concerned
8. Have you been anxious, worried, or upset?
0 _____ Extremely so—to the point of being sick, or almost sick
1 _____ Very much so
2 _____ Quite a bit
3 _____ Some—enough to bother me
4 _____ A little bit
5 _____ Not at all
9. Have you been waking up fresh and rested?
5 _____ Every day
4 _____ Most every day
3 _____ Fairly often
2 _____ Less than half the time
1 _____ Rarely
0 _____ None of the time
10. Have you been bothered by any illness, bodily disorder, pain, or fears about your health?
0 _____ All the time
1 _____ Most of the time
2 _____ A good bit of the time
3 _____ Some of the time
4 _____ A little of the time
5 _____ None of the time
11. Has your daily life been full of things that are interesting to you?
5 _____ All the time
4 _____ Most of the time
3 _____ A good bit of the time
2 _____ Some of the time
1 _____ A little of the time
0 _____ None of the time
12. Have you felt downhearted and blue?
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0 _____ All the time
1 _____ Most of the time
2 _____ A good bit of the time
3 _____ Some of the time
4 _____ A little of the time
5 _____ None of the time
13. Have you been feeling emotionally stable and sure of yourself?
5 _____ All the time
4 _____ Most of the time
3 _____ A good bit of the time
2 _____ Some of the time
1 _____ A little of the time
0 _____ None of the time
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Appendix D: Bidimensional Acculturation Scale
BAS
(Bubble only one response to the following questions)
1. How often do you speak English?
2. How often do you speak in English with your friends?
3. How often do you think in English?
4. How often do you speak Spanish?
5. How often do you speak in Spanish with your friends?
6. How often do you think in Spanish?

7. How well do you speak English?
8. How well do you read in English?
9. How well do you understand television programs in English?
10. How well do you understand radio programs in English?
11. How well do you write in English?
12. How well do you understand music in English?
13. How well do you speak Spanish?
14. How well do you read in Spanish?
15. How well do you understand television programs in Spanish?
16. How well do you understand radio programs in Spanish?
17. How well do you write in Spanish?
18. How well do you understand music in Spanish?

19. How often do you watch television programs in English?
20. How often do you listen to radio programs in English?
21. How often do you listen to music in English
22. How often do you watch television programs in Spanish?
23. How often do you listen to radio programs in Spanish?
24. How often do you listen to music in Spanish?

almost
never

sometimes

often

almost
always

○
○
○
○
○
○

○
○
○
○
○
○

○
○
○
○
○
○

○
○
○
○
○
○

very
poorly

poorly

well

very
well

○
○
○
○
○
○
○
○
○
○
○
○

○
○
○
○
○
○
○
○
○
○
○
○

○
○
○
○
○
○
○
○
○
○
○
○

○
○
○
○
○
○
○
○
○
○
○
○

almost
never

sometimes

often

almost
always

○
○
○
○
○
○

○
○
○
○
○
○

○
○
○
○
○
○

○
○
○
○
○
○
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Appendix E: Identification of Services
(This scale will only be filled out pre-treatment)
If you will be receiving:
• Individual therapy
Who will be providing the therapy:
o Psychologist
o Licensed Professional Counselor
o Social Worker
o Nurse Practitioner
Please identify their Race:
o White
o Black/African American
o Asian
o American Indian
o Alaskan Native
o Native Hawaiian
o Pacific Islander
o Other: _______________
• Group Therapy
Who will be providing the therapy:
o Psychologist
o Licensed Professional Counselor
o Social Worker
o Nurse Practitioner
Please identify their Race:
o White
o Black/African American
o Asian
o American Indian
o Alaskan Native
o Native Hawaiian
o Pacific Islander
o Other: _______________
•
Combination of both
Who will be providing the therapy:
o Psychologist
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o Licensed Professional Counselor
o Social Worker
o Nurse Practitioner
Please identify their Race:
o White
o Black/African American
o Asian
o American Indian
o Alaskan Native
o Native Hawaiian
o Pacific Islander
o Other: _______________
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Appendix F: Identification of Services
(This scale will only be filled out post-treatment)
If you received:
• Individual therapy
Who provided the therapy:
o Psychologist
o Licensed Professional Counselor
o Social Worker
o Nurse Practitioner
Please identify their Race:
o White
o Black/African American
o Asian
o American Indian
o Alaskan Native
o Native Hawaiian
o Pacific Islander
o Other
• Group Therapy
Who provided the therapy:
o Psychologist
o Licensed Professional Counselor
o Social Worker
o Nurse Practitioner
Please identify their Race:
o White
o Black/African American
o Asian
o American Indian
o Alaskan Native
o Native Hawaiian
o Pacific Islander
o Other: _______________
•
Combination of both
Who provided the therapy:
o Psychologist
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o Licensed Professional Counselor
o Social Worker
o Nurse Practitioner
Please identify their Race:
o White
o Black/African American
o Asian
o American Indian
o Alaskan Native
o Native Hawaiian
o Pacific Islander
o Other: _______________
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Appendix G: List of Providers
If you experience discomfort while answering this questionnaire you can contact
a counselor trained to help those with traumatic memories and/or posttraumatic
stress disorder. I have listed some resources below or you can find local
counselors/therapists in your phone directory.
Thank you so much for your contribution to helping get a better understanding of
treatment outcomes and correlates of post-traumatic stress disorder for Hispanic veterans.
VA Outpatient Clinic (956) 523-7850
U.S. Department of Veterans Affairs www.va.gov
National Center for Posttraumatic Stress Disorder www.ncptsd.va.gov

Thank you for your Service and your participation in the survey.

